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RURAL  HEALTH  CARE:  MANDATES  FOR 
HEALTH  CARE  REFORM 


FRIDAY,  FEBRUARY  26,  1993 

U.S.  Senate, 
Subcommittee  on  Labor,  Health  and  Human 
Services,  and  Education,  and  Related  Agencies, 

Committee  on  Appropriations, 

Cedar  Rapids,  lA. 

The  subcommittee  met  at  2  p.m.,  at  Kirkwood  Community  Col- 
lege, Cedar  Rapids,  lA,  Hon,  Tom  Harkin  (chairman)  presiding. 
Present:  Senator  Harkin. 

NONDEPARTMENTAL  WITNESSES 

Panel  1 

statements  of: 

dr.  rand  conger,  director,  social  and  behavioral  re- 
search center  for  rural  health,  center  for  family  re- 
search in  rural  mental  health,  iowa  state  university, 

AMES,  lA 

JANE  SCHADLE,  lUS.,  COORDINATOR  FOR  SENIOR  HEALTH  PRO- 
GRAM, IOWA  DEPARTMENT  OF  PUBLIC  HEALTH,  DES  MOINES,  lA 

DR.  STEVE  GLEASON,  CHAIRMAN,  NATIONAL  HEALTH  POLICY 
COUNCIL,  DES  MOINES,  lA 

OPENING  STATEMENT  OF  SENATOR  HARKIN 

Senator  Harkin.  Good  afternoon,  and  I  welcome  you.  The  Senate 
Appropriations  Subcommittee  on  Labor,  Health,  and  Human  Serv- 
ices, and  Education  will  come  to  order. 

This  subcommittee  funds  a  number  of  programs  that  are  impor- 
tant to  Iowa  and  other  rural  States,  including  the  rural  health 
transition  grants  for  small  hospitals,  the  National  Health  Service 
Corps,  the  rural  health  outreach  grants,  community  and  migrant 
health  centers,  funds  for  breast  and  cervical  cancer  screening,  and 
of  course  all  of  the  funds  dedicated  to  research. 

We  are  here  this  afternoon  to  learn  some  more  about  rural 
health  care  and  to  look  at  some  of  the  important  issues  associated 
with  health  care  reform  in  a  rural  State. 

People  are  talking  a  lot  about  health  care  reform  now.  It  is  a  top 
priority  of  the  Clinton  administration.  And  as  you  know,  Mrs.  Clin- 
ton is  in  charge  of  a  task  force  that  will  come  up  with  a  health- 
care-reform plan  hopefully  by  the  end  of  May. 

My  strongest  interest  is  in  seeing  that  the  health-care-reform 
plan  works  for  everyone,  not  just  for  those  who  live  in  urban  areas 
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but  also  for  those  who  live  in  rural  America  and  of  course  for  those 
who  live  in  rural  places  here  in  Iowa  as  well  as  for  those  who  live 
in  small  towns  and  communities.  Our  State  is  more  rural  than  the 
average,  and  its  population  is  older  than  average.  Iowa  is  blessed 
with  some  of  the  finest  health  care  services  and  research  facilities 
in  the  Nation.  But  also  in  Iowa  I  see  troubling  trends: 

In  1992,  172  Iowa  communities  were  trying  to  recruit  family  doc- 
tors; 52  of  Iowa's  99  counties  do  not  have  even  the  minimum  num- 
ber of  doctors  needed  to  serve  the  people  who  live  there. 

Eighteen  Iowa  counties  have  no  doctor  to  deliver  babies,  and  an- 
other 14  counties  have  just  one. 

In  1989,  23  Iowa  counties  did  not  have  even  one  licensed  physical 
therapist.  Iowa  hospitals  I  am  told  will  need  over  1,000  nurses  in 
the  next  5  years. 

These  statistics  tell  a  story  of  great  need  and  raise  a  question  of 
how  rural  lowans  will  get  health  care — even  with  insurance  cov- 
erage— if  the  doctor  or  nurse  is  miles  away.  I  want  to  make  sure 
that  Iowa's  rural  communities  don't  get  left  out  of  the  overall  pic- 
ture of  health  care  reform. 

I  fully  support  health  care  reform  that  gives  insurance  coverage 
to  every  American  and  that  cuts  down  on  the  high  cost  of  health 
care.  I  think  we  also  need  to  cut  down  on  the  tremendous  paper- 
work burden  now  faced  by  the  doctors,  nurses,  hospitals  and  pa- 
tients. That  paperwork  burden  is  estimated  to  account  for  up  to 
maybe  20  percent  of  the  high  cost  of  health  care. 

But  most  of  all,  I  am  here  today  to  get  a  clearer  picture  of  the 
health  care  needs  of  lowans — ^from  our  youngest  to  our  oldest — the 
services  they  are  getting  and  what  they  need.  I  want  to  return  to 
Washington  with  a  message  from  Iowa  to  help  ensure  that  we  are 
treated  fairly  in  this  process. 

Just  this  year,  I  took  over  as  cochairman  of  the  U.S.  Senate  rural 
health  caucus.  My  counterpart  is  Senator  Dole  of  Kansas.  The 
rural  health  caucus  is  a  bipartisan  group  of  Senators — over  70  of 
us — ^who  care  about  rural  areas  and  the  health  care  of  our  States' 
rural  citizens.  As  the  cochair  of  this  caucus  and  as  chairman  of  this 
subcommittee,  which  I  am  chairing  today,  I  am  going  to  be  active 
in  health  care  issues,  especially  rural  health,  again  to  make  sure 
that  Iowa  and  other  rural  States  have  their  concerns  addressed. 

This  hearing  today  has  two  purposes,  one  to  outline  the  most  re- 
cent information  available  about  the  State  of  rural  health  in  Iowa; 
and  two,  to  look  at  some  programs  that  are  funded  by  this  sub- 
committee that  seek  to  bring  health  services  to  under  served  areas. 
These  programs  may  hold  promise  for  ensuring  that  people  in  less 
populated  and  more  isolated  areas  can  get  the  high  quality,  low 
cost  services  they  need,  programs  like  the  National  Health  Service 
Corps,  the  rural  health  outreach  grants  that  may  need  to  be  used 
in  other  rural  areas  of  the  country,  and  we  may  well  need  to  build 
them  into  the  health  care  reform  package  now  being  put  together 
in  Washington. 

We  will  hear  from  two  panels  of  witnesses  today.  One  panel  will 
talk  about  the  State  of  health  care  in  Iowa,  and  the  other  will  talk 
about  some  of  the  specific  programs  serving  rural  areas  in  the 
State. 


Before  we  get  to  our  first  panel,  though,  I  just  wanted  to  put  an 
addendum  onto  my  opening  statement  and  read  a  letter  I  just  re- 
ceived the  other  day  from  a  couple  in  Iowa.  I  will  not  use  their 
name.  I  am  not  certain  they  want  their  name  used.  I  do  not  know, 
I  did  not  ask,  but  I  think  the  letter  really  sums  it  up.  I  will  just 
read  it  to  you  just  the  way  it  is  written. 

Dear  Senator  Harkin:  I  am  writing  to  you  because  I  am  desperate.  We  need  better 
health  care  in  this  country.  My  husband  has  always  done  without  and  put  himself 
last.  He  does  not  have  any  upper  teeth,  because  a  year  ago  he  ran  into  problems 
and  had  to  have  them  pulled,  and  we  do  not  have  the  money  to  get  him  any. 

My  husband  is  a  construction  worker.  He  only  gets  $6  an  hour,  and  he's  been  sick 
a  lot  this  year.  He  just  got  out  of  the  hospital,  off  work  for  over  2  weeks.  I  have 
arranged  for  insurance  where  I  work.  The  payments  are  $38  a  week,  which  we  can't 
afford  but  we  have  to  have. 

I  am  a  waitress.  My  check  is  around  $105  a  week,  so  as  you  can  see,  my  take- 
home  is  not  much.  I  do  make  tips,  also,  which  are  $1  to  $1.50  an  hour.  Our  medical 
bills  this  last  year  are  around  $30,000,  and  we  had  no  insurance.  I  have  been  every- 
where and  everyone  turns  us  down.  Where  can  we  go  for  help? 

I  cannot  think  of  a  more  poignant  plea  than  that  or  a  more  clear- 
er outline  of  problems  that  we  have  all  over  America  and  especially 
in  rural  Iowa.  My  staff  put  a  note  on  the  bottom  of  this  letter.  It 
said: 

I  talked  with  this  woman  this  morning.  The  bill  collectors  are  now  going  after 
their  home,  the  only  thing  they  own. 

So  I  think  that  kind  of  sums  it  up. 

Our  first  panel  brings  together  three  experts  in  health  care  and 
rural  health  care  to  talk  about  the  State  health  care  in  Iowa  today. 
Rand  Conger  is  director  of  the  Social  and  Behavioral  Research  Cen- 
ter for  Rural  Health  at  Iowa  State  University.  He  is  a  professor  of 
sociology. 

In  this  subcommittee  which  I  chair,  I  have  set  aside  funding  for 
rural  mental  health  research.  Iowa  State  received  some  of  this 
funding  from  the  National  Institute  of  Mental  Health  to  research 
rural  health  and  mental  health  issues.  The  research  is  making  a 
significant  contribution. 

Jane  Schadle  coordinates  the  Senior  Health  Program  of  the  Iowa 
Department  of  Public  Health.  She's  on  my  Nurse  Advisory  Commit- 
tee and  helps  me  with  rural  health  issues.  She  also  works  in  the 
breast  and  cervical  cancer  screening  project  in  the  Iowa  Office  of 
Rural  Health. 

Dr.  Steve  Gleason  is  the  chief  medical  officer  of  the  Mercy  Clinic 
system  in  Des  Moines.  Steve  was  the  liaison  for  the  Clinton  transi- 
tion team  to  the  Health  Care  Finance  Administration.  He's  very  ac- 
tively involved  in  the  health  care  reform  effort  underway  right 
now,  and  he  chairs  the  National  Health  Policy  Council  and  is  a  fre- 
quent visitor  to  the  health  care  team  in  Washington  that  is  putting 
together  this  program,  and  he  may  outline  more  of  his  talking  with 
them  in  the  last  couple  of  weeks. 

So  we  welcome  you  here.  Thanks  for  taking  time  out  of  your 
schedules  to  be  here  today.  I  appreciate  it  very  much,  because  I 
know  how  busy  you  are,  but  we  just  have  to  get  more  information 
on  the  State  of  rural  health  care  so  that  we  make  sure  we  are  not 
left  out. 

So  with  that,  I  would  first  of  all  say  that  all  your  statements  will 
be  made  part  of  the  record  in  their  entirety,  and  you  can  proceed 


as  you  so  desire.  And  first  I'll  start  with  you,  Rand  Conger,  director 
of  the  Social  and  Behavioral  Research  Center  for  Rural  Health  at 
Iowa  State  University. 

STATEMENT  OF  DR.  RAND  CONGER 

Dr.  Conger.  Thank  you,  Senator  Harkin,  for  the  opportunity  to 
provide  information  regarding  health  and  health  services  in  rural 
and  urban  Iowa.  My  testimony  will  provide  a  consumer  perspective 
on  health  and  health  needs.  I  will  be  telling  you  about  responses 
from  lowans  18  years  and  older  who  answered  questions  regarding 
their  health  status  and  their  experiences  with  the  health  care  sys- 
tem. 

These  data  come  from  telephone  interviews  that  we  conducted 
with  over  2,000  lowans  during  fall  of  1992.  This  telephone  survey, 
known  as  the  Iowa  health  poll,  reached  randomly  selected  house- 
holds throughout  Iowa.  Over  78  percent  of  the  people  called  agreed 
to  answer  our  questions;  thus,  the  views  they  expressed  are  quite 
representative  of  lowans  in  general.  The  poll  was  designed  and  exe- 
cuted by  Dr.  Dan  Hoyt,  who  directs  survey  research  activities  in 
our  Center  for  Family  Research  in  Rural  Mental  Health  at  Iowa 
State  University.  Dr.  Hoyt  and  Dr.  Dan  Russell,  a  research  psy- 
chologist affiliated  with  the  center,  conducted  the  analyses  I  will  be 
presenting. 

To  provide  you  with  a  little  background  regarding  our  research 
activities,  Iowa  State  University  now  has  two  research  centers  con- 
cerned with  complementary  aspects  of  rural  health.  These  centers 
are  jointly  administered  through  the  Iowa  Agriculture  and  Home 
Economics  Experiment  Station.  Their  purpose  is  to  continue  the 
100-year  land-grant  tradition  of  providing  rural  citizens  with  re- 
search findings  that  will  help  them  improve  their  quality  of  life. 
Given  this  mission,  our  research  focuses  primarily  on  the  experi- 
ences of  consumers  of  services  rather  than  service  providers. 

The  first  of  the  two  ISU  rural  health  research  centers,  the  Social 
and  Behavioral  Research  Center  for  Rural  Health,  focuses  on  both 
physical  and  mental  health  issues.  This  center  is  supported  by  the 
experiment  station,  diverse  Federal  agencies  and  a  continuing 
grant  from  the  Iowa  Methodist  Health  System  in  Des  Moines.  The 
Center  for  Family  Research  in  Rural  Mental  Health  is  supported 
by  the  National  Institute  of  Mental  Health's  Special  Initiative  on 
Mental  Disorders  in  Rural  Populations.  And  as  Senator  Harkin  has 
just  noted,  he  played  a  major  role  in  that  special  initiative  within 
the  National  Institute  of  Mental  Health.  Research  in  this  center  fo- 
cuses on  rural  mental  health,  mental  health  services  and  the  rela- 
tion between  physical  and  mental  health  problems.  Funds  from 
this  second  center  were  used  to  conduct  the  Iowa  Health  Poll  about 
which  I'll  be  reporting. 

I  want  to  say  a  little  bit  about  the  traditional  myth  of  rural  tran- 
quility. In  recent  years,  it  has  become  clear  that  the  traditional 
view  of  rural  America  as  a  tranquil  place  free  of  the  stresses  and 
strains  of  urban  life  does  not  mesh  well  with  reality.  Rural  America 
now  suffers  a  poverty  rate  equivalent  to  or  greater  than  our  major 
cities,  and  these  economic  problems  have  been  disruptive  of  social 
ties  and  community  institutions.  To  understand  rural  health  needs. 


one  must  take  into  consideration  the  impact  of  these  economic 
strains. 

For  example,  in  another  study  of  450  rural  families  in  north  cen- 
tral Iowa  which  we  initiated  in  1989,  we  found  that  economic  pres- 
sures increased  strains  in  family  relationships  that  have  adverse 
consequences  for  both  the  physical  and  mental  health  of  adults  and 
children.  These  financial  and  health  problems  are  especially  severe 
for  displaced  farm  families  who  have  never  fully  recovered  from  the 
farm  crisis  of  the  1980's.  These  families  have  special  needs  for 
health  and  emplojmient  services. 

The  results  of  the  health  poll  tell  us  that  the  economic  situation 
in  rural  Iowa  in  1992  remains  problematic.  According  to  the  poll 
in  1992,  almost  24  percent  of  the  men  living  in  rural  Iowa,  defined 
as  places  with  2,500  population  or  less,  report  that  they  experi- 
enced a  substantial  decline  in  income  in  1992,  25  percent  of  them. 
TTius,  approximately  one-quarter  of  the  men  in  rural  Iowa,  who  are 
the  primary  breadwinners  in  most  households,  report  serious  finan- 
cial setbacks  even  into  the  1990's.  They  were  almost  twice  as  likely 
as  urban  men  to  experience  a  dramatic  economic  downturn. 

These  economic  reversals  are  not  good  news  for  any  part  of  Iowa. 
They  demonstrate  again,  however,  that  rural  areas  continue  to  be 
relatively  more  disadvantaged  in  terms  of  economic  strains.  We 
now  turn  to  the  health  implications  of  these  rural  circumstances, 
beginning  first  with  mental  health  problems. 

If  the  traditional  view  is  correct,  we  would  expect  that  rural  peo- 
ple would  have  fewer  mental  health  problems  because  of  the  tran- 
quility and  close-knit  social  relations  presumed  to  characterize 
rural  life.  Data  from  the  Iowa  health  poll  are  contrary  to  the  tradi- 
tional view. 

Our  results  show  that  8.2  percent  of  men  living  in  rural  places, 
that  is  places  with  less  than  2,500  population,  and  almost  10  per- 
cent of  men  living  in  small  towns,  towns  up  to  10,000  in  size,  re- 
port a  clinically  significant  level  of  depression  compared  to  6.4  per- 
cent of  men  living  in  cities,  that  is  places  with  10,000  people  or 
more.  The  percentages  of  women  reporting  significant  depression 
do  not  vary  by  rural  and  urban  location,  suggesting  that  living  in 
a  rural  place,  contrary  to  the  traditional  view,  does  not  protect 
them  from  mental  health  problems. 

The  results  of  the  poll  demonstrate  the  special  vulnerability  of 
rural  men  to  rural  economic  stress.  Most  studies  show  that  women, 
compared  to  men,  are  almost  twice  as  likely  to  suffer  significant 
levels  of  depression.  We  see  that  expected  outcome  for  city  dwellers 
in  that  6.4  percent  of  the  men  and  11.4  percent  of  the  women  in 
our  urban  populations  report  that  they  were  depressed.  For  rural 
people,  however,  men  suffer  clinically  significant  depression  about 
as  frequently  as  women,  a  reversal  of  typical  findings.  Moreover, 
for  all  of  these  lowans,  rural  and  urban,  prevalence  of  current  de- 
pression is  higher  than  would  be  expected  compared  to  other  stud- 
ies across  the  United  States. 

Is  there  any  reason  to  believe  that  the  special  vulnerability  of 
these  rural  men  results  from  continuing  rural  economic  problems? 
As  already  noted,  rurgJ  men  were  more  likely  than  urban  men  to 
suffer  substantial  economic  declines  in  1992.  Of  those  demonstrat- 
ing such  financial  problems,  19.4  percent  in  rural  places  and  23.8 


percent  in  small  towns  reported  clinically  significant  depression, 
over  twice  the  levels  found  for  rural  and  small  town  men  in  gen- 
eral, and  2.5  to  3  times  higher  than  that  reported  by  urban  men. 
Even  when  urban  men  reported  significant  economic  stress,  only 
11.1  percent  were  above  the  cutoff  score  for  depression,  suggesting 
less  chronic  and  severe  economic  problems  in  the  cities.  Thus,  rural 
economic  problems  have  created  special  mental  health  risks  for 
rural  men,  and  contrary  to  tradition  m5rths,  rural  women  are  as 
much  in  need  of  mental  health  services  as  urban  women. 

We  asked  our  respondents  about  the  kinds  of  mental  health  serv- 
ices they  received.  Overgdl,  about  6  percent  of  our  respondents  indi- 
cated that  they  had  utilized  mental  health  services  in  the  past  year 
across  Iowa.  Despite  the  fact  that  they  have  equivalent  or  greater 
mental  health  needs,  only  2.7  percent  of  small  town  residents  and 
5.6  percent  of  those  living  in  rural  areas  sought  such  services  or 
received  such  services  in  1992,  about  one-h^f  the  level  for  the 
rural  people  compared  to  those  living  in  urban  areas. 

The  poorer  utilization  of  mental  health  services  in  rural  places 
likely  results  both  from  reduced  availability  and  from  the  perceived 
stigma  of  such  services  among  rural  people.  For  example,  in  our 
poll,  rural  and  small-town  lowans  compared  to  urban  residents 
were  more  likely  to  report  that  they  would  feel  embarrassed  if  peo- 
ple in  the  community  knew  they  were  getting  professional  help  for 
an  emotional  problem.  In  addition,  rural  and  small-town  lowans 
were  far  more  likely  than  city  dwellers  to  believe  that  people  in  the 
community  would  know  if  they  were  receiving  mental  health  serv- 
ices. Thus,  special  efforts  are  needed  to  reduce  the  stigma  associ- 
ated with  receiving  mental  health  services  in  rural  places. 

Finally,  both  our  urban  and  rural  respondents  indicated  that 
even  if  they  had  health  insurance,  26  percent  of  them  had  policies 
with  no  coverage  for  outpatient  mentsd  health  care.  Moreover,  for 
our  most  rural  respondents,  even  if  they  were  financially  able  and 
willing  to  seek  mental  health  services,  they  reported  that  they  were 
unlikely  to  find  such  services  in  their  area.  For  all  lowans,  and  es- 
pecially our  rural  citizens,  mental  health  service  delivery  and  fi- 
nancing needs  to  be  improved. 

Let  me  turn  to  the  state  of  affairs  that  we  found  for  Iowa  citizens 
regarding  physical  health  problems  and  services.  Again,  we  would 
expect  that  if  rural  America  provides  a  more  stress-fee,  health-pro- 
moting environment  than  urban  places,  then  rural  people  should 
report  fewer  physical  health  problems.  Data  from  the  Iowa  health 
poll  again  shattered  this  myth. 

We  asked  respondents  to  rate  their  physical  health  from  one 
equals  excellent  to  five  equals  poor.  We  examined  the  mean  or  av- 
erage responses  to  this  question  by  place  of  residence  and  found 
that  city  dwellers  generally  perceive  their  health  more  positively 
than  small  town  or  rural  residents. 

In  terms  of  reported  number  of  chronic  health  problems  such  as 
asthma,  heart  disease,  and  cancer,  rural  and  urban  residents  re- 
ported equal  amounts  of  illness.  Indeed,  about  one-half  of  all  re- 
spondents indicated  they  suffered  from  a  chronic,  potentially  life- 
threatening  health  problem.  Clearly,  improved  health  services  are 
widely  needed  in  both  rural  and  urban  areas,  and  living  in  a  rural 
place  does  not  protect  against  illness. 


We  next  asked  our  health  consumers  about  their  experiences 
with  the  health  care  system.  The  vast  majority  of  respondents, 
about  78  percent,  had  visited  a  doctor  at  least  once  in  the  past 
year.  Although  their  health  needs  were  as  great  as  urban  residents, 
the  results  indicated  that  individuals  residing  in  rural  areas  were 
less  likely  to  have  visited  a  doctor  in  the  previous  year  compared 
to  town  or  city  dwellers.  Most  rural  and  small  town  residents  re- 
ported that  doctors  were  not  as  available  as  they  needed  to  be  to 
meet  their  health  concerns. 

In  addition  to  these  measures  of  utilization,  respondents  were 
asked  to  indicate  how  satisfied  they  were  with  healtn  care  in  their 
community.  These  perceptions  of  care  were  found  to  vary  greatly 
depending  on  place  of  residence.  City  dwellers  were  generally  more 
satisfied  with  the  quality  of  local  health  care  than  town  or  rural 
residents.  Thus,  in  addition  to  having  more  limited  access  to  medi- 
cal care,  rural  and  small  town  residents  appear  to  perceive  the  care 
they  do  receive  as  less  satisfactory.  Thus,  quality  as  well  as  avail- 
ability of  care  needs  greater  attention  in  rural  places. 

Health  insurance,  of  course,  plays  an  important  role  in  providing 
access  to  medical  services.  About  8.1  percent  of  the  respondents  in- 
dicated that  they  had  no  health  insurance,  and  there  was  a  trend 
toward  higher  rates  of  noninsurance  among  rural  and  small-town 
residents  compared  to  those  living  in  cities. 

Information  was  also  collected  as  part  of  the  survey  regarding 
the  coverage  provided  by  the  insurance  plans.  Consistent  with  the 
trend  toward  copayment  for  services,  relatively  few  respondents  in- 
dicated that  their  health  insurance  plan  paid  for  full  coverage  of 
services.  For  about  70  percent  of  all  respondents,  health  insurance 
provided  only  partial  coverage  for  health  services.  Moreover  as 
noted  earlier,  there  were  special  problems  related  to  the  coverage 
of  mental  health  services.  Nearly  10  percent  of  the  insured  re- 
spondents indicated  that  their  plans  did  not  provide  for  coverage 
for  a  mental  health  admission,  and  over  one-quarter  of  the  re- 
spondents indicated  that  their  plan  did  not  provide  for  any  pay- 
ment for  outpatient  mental  health  services. 

PREPARED  STATEMENT 

Our  conclusions  then  are  that  the  results  of  the  Iowa  health  poll 
suggest  that  special  steps  need  to  be  taken  to  provide  greater  ac- 
cess to  and  improve  quality  of  mental  and  physical  health  services 
in  rural  Iowa.  In  particular,  rural  lowans  who  still  suffer  chronic 
economic  stress  resulting  from  the  farm  crisis  of  the  1980's  have 
special  needs  for  health  and  employment  or  educational  services. 
Our  data  also  suggests  that  lowans  in  general  suffer  mental  and 
physical  health  problems  that  meet  or  exceed  national  levels.  They 
also  are  in  need  of  better  mental  health  insurance  coverage,  better 
health  insurance  coverage  in  general  and  mental  health  coverage 
in  particular.  We  believe  that  a  great  deal  remains  to  be  done  to 
improve  health  care  access  for  both  rural  and  urban  lowans. 

Senator  Harkin.  Rand,  thank  you  very  much  for  that  testimony. 
Why  don't  you  go  through  the  whole  panel,  and  we  will  just  open 
it  up  to  discussion;  is  that  OK? 

Ms.  SCHADLE.  OK. 

[The  statement  follows:] 
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STATEMENT  OF  DR.  RAND  D.  CONGER 

Mr.  Chairman,  members  of  the  subcommittee,  I  want  to  thank  you  for  the 
opportunity  to  provide  information  regarding  health  and  health  services  in  rural  and  urban 
Iowa.  My  testimony  will  provide  a  consumer  perspective  on  health  and  health  needs.  1 
will  be  telling  you  about  responses  from  lowans  1 8  years  and  older  who  answered 
questions  regarding  their  health  status  and  their  experiences  with  the  health  care  system. 

These  data  come  from  telephone  interviews  that  we  conducted  with  over  2,000 
lowans  during  fall,  1992    This  telephone  survey,  known  as  the  Iowa  Health  Poll,  reached 
randomly  selected  households  throughout  Iowa.  Over  78  percent  of  the  people  called 
agreed  to  answer  our  questions;  thus,  the  views  they  expressed  are  quite  representative  of 
lowan's  in  general.  The  Poll  was  designed  and  executed  by  Dr.  Dan  Hoyt  who  directs 
survey  research  activities  in  our  Center  for  Fajnily  Research  in  Rural  Mental  Health  at 
Iowa  State  University.  Dr.  Hoyt  and  Dr.  Dan  Russell,  a  research  psychologist  alTiliated 
with  the  Center,  condi^cted  the  analyses  I  will  bo  presenting, 

R^ral  Health  Research  at  Iowa  State  University 

To  provide  you  with  a  little  background  regarding  our  activities,  Iowa  State 
University  now  has  two  research  centers  concerned  with  complementary  aspects  of  rural 
health.  These  centers  are  jointly  administered  through  the  Iowa  Agriculture  and  Home 
Economics  Experiment  Station    Their  purpose  is  to  continue  the  100-year  land-grant 
tradition  of  providing  ryfal  citizens  with  research  findings  that  will  help  them  improve  their 
quality  of  life    Given  this  mission,  our  research  focuses  primarily  on  the  experiences  of 
consumers  of  serviceslrather  than  service  providers. 

The  first  of  the  two  ISU  r\iral  health  research  centers,  the  Social  and  Behavioral 
Research  Center  for  Rural  Health,  focuses  on  both  physical  and  mental  health  issues.   This 
center  is  supported  by  the  Experiment  Station,  diverse  federal  agencies  and  a  continuing 
grant  from  the  Iowa  Methodist  Health  System  in  Des  Moines    Ihe  Center  for  Family 
Research  in  Rural  Mental  Health  is  supported  by  the  National  Institute  of  Mental  Health's 
Special  Initiative  on  Mental  Disorders  in  Rural  Populations    Research  in  this  center 
focuses  on  rural  mental  health,  mental  health  services,  and  the  relation  between  physical 
and  mental  health  problems    Funds  from  tliis  second  center  were  used  to  conduct  the 
Iowa  Health  Poll. 


BLeJvbiliQf  Rural  TrapftuillUy 

In  recent  years  it  has  become  clear  that  the  traditional  view  of  rural  America  as  a 
tranquil  place  free  of  the  stresses  and  strains  of  urban  life  does  not  mesh  with  reality. 
Rural  America  now  suffers  a  poverty  rate  equivalent  to  or  greater  tlian  our  major  cities 
and  these  economic  problems  have  been  disruptive  of  social  ties  and  community 
institutions  (Davidson,  1990).  To  understand  rural  health  needs,  one  must  take  into 
consideration  the  impact  of  these  economic  strains. 

For  example,  in  an  ongoing  study  of  450  rural  families  in  northcontral  Iowa  which 
was  initiated  in  1989,  we  find  that  economic  pressures  increase  strains  in  family 
relationships  that  have  adverse  consequences  for  the  physical  and  mental  health  of  both 
adults  and  children.  These  financial  and  health  problems  are  especially  severe  for 
displaced  farm  families  who  have  never  fully  recovered  from  the  farm  crisis  of  the  19808. 
These  families  have  special  needs  for  health  and  employment  services    What  does  our 
Health  Poll  tell  us  about  the  economic  situation  in  rural  Iowa  in  1992? 

Almost  24  percent  of  the  men  living  in  rural  Iowa,  defined  as  places  with  2,500 
population  or  less,  report  that  they  experienced  a  substantial  decline  in  income  in  1992. 
T  hus,  approximately  one-quarter  of  the  men  in  rural  Iowa,  who  are  the  primary 
breadwinners  in  most  households,  report  serious  financial  setbacks  even  into  the  19908. 
They  were  almost  twice  as  likely  as  urban  men  to  experience  a  dramatic  economic 
downturn  (13.5%  of  the  urban  men  reported  a  substantial  income  decline) 

These  economic  reversals  arc  not  good  news  for  any  part  of  Iowa    They 
demonstrate  again,  however,  that  rural  areas  continue  to  be  relatively  more  disadvantaged 
in  terms  of  economic  strains    We  now  turn  to  the  health  implications  of  these  rural 
circumstances,  beginning  with  mental  health  problems. 

Consumer  Perceptions  of  Mental  Health  and  Mental  Health  Services 

If  the  traditional  view  is  correct,  we  would  expect  that  rural  people  would  have 
fewer  mental  health  problems  because  of  the  tranquillity  and  close  knit  social  relations 
presumed  to  characterize  rural  life.  Data  from  the  Iowa  Health  Poll  are  contrary  to  the 
traditional  view. 

A5  shown  in  Table  1,^2  percenj^f  men  living  in  rural  places  (loss  than  2,500 
population)  and  9.6  percent  of  men  living  in  small  towns  (2,500  to  10,000  population) 


\J 


10 


report  8  clinically  significant  level  of  depression  compared  to  only  44%  of  men  living  in 
cities  (10,000  population  or  more)    The  percentages  of  women  reporting  significant 
depression  do  not  vary  greatly  by  rural  and  urban  location,  suggesting  that  living  in  a  rural 
place  does  not  protect  them  from  mental  health  problems. 

Table  1 .  Percent  of  Respondents  with  Clinically  Significant  Depressive  Symptoms 

I 

— — - — . i 

Geographic  Location Men   Women 

Rural  (less  than  2.500  population)  8.2%  8.8% 

Small  town  (2,500  to  9,999)  9.6%  1 1 .4% 

City  (10.000  population  or  more) 6.4%  11.4% 

Table  1  also  demonstrates  the  special  vulnerability  of  rural  men  to  rural  economic 
stress    Most  studies  show  that  women,  compared  to  men,  arc  almost  twice  as  likely  to 
.suffer  significant  levels  of  depression    We  see  that  expected  outcome  for  city  dwellers  in 
Table  1  in  that  6  4  percent  of  the  men  and  1 1.4  percent  of  the  women  were  depressed. 
Foi  rural  people,  however,  men  suffer  clinically  significant  depression  about  as  frequently 
as  women,  a  reversal  of  typical  findings    Moreover,  for  all  of  these  lowans,  prevalence  of 
current  depression  is  higher  than  would  be  expected  from  other  studies  across  the  US.        j 
(Robins  and  Regicr,  1990). 

Is  there  any  reason  to  believe  that  the  special  vulnerability  of  these  rural  men 
results  from  continuing  rural  economic  problems?  As  already  noted,  rural  men  were  more 
likely  than  urban  men  to  suffer  substantial  economic  declines  in  1992.  Of  those 
demonstrating  such  stres8jJ9^4£ercent  in  rural  places  and  23.8  percent  in  small  towns 
reported  cliiucally  significant  depression,  over  t.^icc-th^-leveU-r^ortflflfoL'^'''^^  ^^^  small 
town  men  in  generaTIn  i  able  1 .  Urban  men  generally  did  not  experience  these  high  levels 
of  economic  stress,  and  of  those  reporting  less  dramatic  economic  problems,  only  1  l.I 
percent  were  above  the  cut-off  score  for  depression.  Thus,  rural  economic  problems  have 
created  special  mental  health  risks  for  rural  men  and,  contrary  to  traditional  myths,  rural 
women  are  as  much  in  need  of  mental  health  services  as  urban  women.  We  asked  our 
respondents  about  such  services 
Mental  Health  Services 

Overall,  about  6  percent  of  our  respondents  indicated  that  they  had  utilized  mental 
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health  services  in  the  past  year.  Despite  the  fact  that  they  have  equivalent  or  greater 
mental  health  needs,  only  2.7  percent  of  small  town  residents  and  5  6  percent  of  those 
living  in  rural  areas  sought  such  services  compared  to  6  8  percent  of  city  dwellers.  Part  of 
the  problem  of  utilization  of  mental  health  services  likely  results  from  the  perceived  stigma 
of  such  service  needs  among  rural  people. 

For  example,  rural  and  small  town  lowans,  compared  to  urban  residents,  were     '  ' 
more  likely  to  report  that  they  would  feel  embarrassed  if  people  in  the  community  knew 
they  were  getting  professional  help  for  an  emotional  problem    In  addition,  nnai  and  small 
town  lowans  were  far  more  likely  than  city  dwellers  to  bclicvo  that  people  in  the 
community  would  know  if  they  were  receiving  mental  health  services.  Thus,  special 
attention  is  needed  to  reducing  the  stigma  associated  with  receiving  mental  health  services 
in  rural  places  '  '  '    '  ' 

Finally,  both  our  urban  and  rural  respondents  indicated  that,  even  if  they  had  health 
insurance,  26  percent  of  them  had  policies  with  no  coverage  for  outpatient  mental  health 
care    For  our  most  rural  respondents,  even  if  they  were  financially  able  and  willing  to  seek 
mental  health  services,  they  reported  that  they  were  unlikely  to  find  services  in  their  area. 
For  all  lowans,  and  especially  our  rural  citizens,  mental  health  service  delivery  and 
financing  needs  to  be  improved. 

Consumer  Perceptions  of  Phvsical  Health  Status  and  Services 
Physical  Health  Status 

Again,  we  would  expect  that  if  rural  America  provides  a  more  stress-free,  health- 
promoting  environment  than  urban  places,  then  rural  people  should  report  fewer  physical 
health  problems    Data  fi-om  the  Iowa  Health  Poll  again  shatter  this  myth. 

We  asked  respondents  to  rate  their  physical  health  from  1  •=  excellent  to  5  •=  poor 
We  examined  the  mean  or  average  responses  to  this  question  by  place  of  residence. 
Results  of  these  analyses  indicated  that  citv  dwellers  generally  perceived  their  health  more 
positively  fM  '^  2.3  n  than  small  town  (M-2.47)  or  rural  (M"2.4n  residents. 

In  terms  of  reported  number  of  chronic  health  problems  such  as  asthma,  heart 
disease  and  cancer,  rural  and  urban  residents  reported  equal  amounts  of  illness.  Indeed, 
about  one-half  of  all  respondents  indicated  they  suffered  from  a  chronic,  potentially  lifo- 
threntening  health  problem.  Clearly,  improved  health  services  are  widely  needed  in  both 
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rural  and  urban  areas  and  living  in  a  rural  place  does  not  protect  against  illness    We  next 
asked  oui  health  consumers  about  their  experiences  with  the  health  care  system 
Health  Services 

The  vast  majority  of  respondents  (78.2%)  had  visited  a  doctor  at  least  once  in  the 
past  year    Although  their  health  needs  were  as  great  as  urban  residents,  the  results 
indicated  that  individuals  residing  in  rural  areas  wore  less  likely  to  have  visited  a  doctor  in 


the  previous  year  (75  9%)  compared  to  town  (76  6%)  or  city  (80.8%)  dwellers    Most 
rural  and  small  town  residents  reported  that  doctors  were  not  as  available  as  they  needed 
to  be  to  meet  their  health  concerns. 


liTaHHition  to  these  measures  of  utilization,  respondents  were  asked  to  indicate 
how  satisfied  they  were  with  health  care  in  their  community,  on  a  4-poini  scale  ranging 
from  "very  satisfied"  (1)  to  "very  dissatisfied"  (4)    Consistent  with  most  assessments  of 
satisfaction  with  health  care,  respondents  generally  indicated  they  were  "satisfied"  (50.7%) 
or  "very  satisfied"  (33  8%)  with  local  health  care.  However,  these  perceptions  of  care 
were  also  found  to  vary  greatly  depending  on  place  of  residence.  City  dwellers  were 
generally  more  satisfied  with  the  quality  of  local  health  care  (M  =•  1.78)  than  town  (M  = 
1 .901  or  rural  (M~  1 .95)  rg?t(jgnts.  Thus,  in  addition  to  having  more  limited  access  to 
medical  care,  rural  and  small  town  residents  appear  to  perceive  the  care  they  do  receivejy. 
less  satisfactory    Thus,  quality  as  well  as  availability  of  care  needs  greater  attention  in 


lural  places. 

Health  insurance,  of  course,  plays  an  important  role  in  providing  access  to  medical 
services.  About  8. 1  percent  of  the  respondents  indicatedthat  they  had  no  health  / 
insurance,  and  there  was  a  trend  toward  higher  rates  of  non-insurance  among  rur^  (8.4%)  / 
and  small  town  residents  (8.8%)  compared  to  those  living  in  cities  (6.$%). 

Information  was  also  collected  as  part  of  the  survey  regarding  the  coverage 
provided  by  the  insurance  plans.  These  data  are  presented  in  Table  2.  Consistent  with  the 
trend  toward  copayment  for  services,  relatively  few  respondents  indicated  that  their  health 
insurance  plan  paid  for  full  coverage  of  services    However,  as  noted  earlier,  there  were 
clear  problems  related  to  the  coverage  of  mental  health  services.  Nearly  10%  of  the 
in.surcd  respondents  indicated  that  their  plans  did  not  provide  coverage  for  a  nientajjiealtji 
admis.sion,  and  over  n  quarter  of  the  respondents  indicated  that  their  plan  did  not  provide 
any  payment  for  outpatient  mental  health  services 
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lable  2    Percentage  of  Respondents  with  Various  Types  of  Health  Insurance  Coverage 


Tvpe  of  Coverage 

Extent  of 
Coverage 

Hospital 
Care 

Doctor 
Visits 

Inpatient 

Mental 

Health  Care 

Oulpntient 
Mental 
Healthcare 

Full 

21.2% 

18.8% 

16.2% 

6.9% 

Partial 

68.4% 

73.8% 

74.7% 

67  2% 

None 

0.4% 

7.3% 

9.1% 

25.4% 

The  results  of  the  Iowa  Health  Poll  suggest  that  special  steps  need  to  be  taken  to 
provide  greater  access  to  and  improved  quality  of  mental  and  physical  health  services  in 
niral  Iowa    In  particular,  rural  lowans  who  still  suffer  chronic  economic  stress  resulting 
from  the  farm  crisis  of  the  1980s  have  special  needs  for  health  and  empioytnent  or 
educational  services 

Our  data  also  suggest  that  lowans  in  general  suffer  mental  and  physical  health 
problems  that  meet  or  exceed  national  levels.  They  also  arc  in  need  of  better  health 
insurance  coverage,  especially  for  mental  health  services    A  great  deal  remains  to  be  done 
to  improve  health  care  access  for  both  rural  and  urban  lowans. 

STATEMENT  OF  JANE  SCHADLE 

Senator  Harkin.  Jane  Schadle,  who  is  the  coordinator  for  the 
Senior  Health  Program  for  the  Iowa  Department  of  Public  Health, 
thank  you  for  being  here. 

Ms.  SCHADLE.  Thank  you,  Mr.  Chairman. 

I  am  a  nurse  and  I  have  worked  with  the  Senator's  Nursing  Ad- 
visory Committee.  I  want  to  thank  you  for  the  opportunity.  I  have 
a  strong  belief  in  rural  America,  and  my  heart  is  with  rural  Iowa, 
and  I  share  concern  for  all  the  rural  citizens  about  the  health  sys- 
tem and  what  is  happening  to  them  within  our  State. 

Rural  America  is  diverse  and  needy  right  now,  and  health  serv- 
ices have  been  disproportionately  supported  with  resulting  deterio- 
ration in  both  service  quality  and  access.  Funding  of  services  drives 
the  health  care  industry.  When  Hill  Burton  made  capital  funds 
available  to  communities  to  build  hospitals,  many  of  them  did.  At 
that  time,  recommendations  were  for  four  to  six  hospital  beds  per 
thousand  population.  These  hospitals  built  with  Hill  Burton  funds 
offered  a  critical  service  to  their  community,  created  jobs,  shored 
up  the  economy  locally.  Some  economists  noted  that  $1  of  payroll 
was  worth  $7  to  the  community.  Sometimes  they're  saying  $9  per 
$1  of  payroll. 
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Times  have  changed.  Rural  populations  are  smaller,  rec- 
ommendations for  bed  population  ratios  are  now  2  per  1,000.  Out- 
patient services  are  the  focus  of  care.  There  is  a  perception  of  ex- 
cess beds  in  our  acute  care  system  and  a  real  awareness  of  the  cost 
of  those  beds. 

Since  1985,  five  rural  hospitals  have  closed  in  Iowa.  Additionally, 
facilities  have  merged  such  as  hospitals  in  Waterloo  did  in  1990, 
and  yesterday  we  heard  about  a  major  merger  in  Des  Moines.  This 
year  we  may  lose  a  couple  more  hospitals,  and  there  are  many 
more  at  risk. 

Just  as  Grovemment  policy  drove  the  building  of  hospital  beds 
under  Hill  Burton,  Government  policy  under  HCFA,  the  Health 
Care  Financing  Administration,  is  driving  the  fate  of  hospitals. 
With  Medicare  in  1965,  the  Government  assumed  the  obligation  to 
fund  health  services  for  the  elderly.  Since  that  time,  bills  have  been 
paid  at  a  proportion  of  the  cost  of  that  care.  Small  and  rural  hos- 
pitads  are  closing  and  more  will  close  over  the  next  year  because 
of  the  underpa3anent  and  overregulation.  When  we  have  a  Federal 
Government  that  does  not  pay  its  bills,  we  set  the  stage  for  disas- 
ter for  those  services  which  carry  a  msgority  of  Government-funded 
clients. 

Medicare  provided  partial  funding  for  services  that  in  the  past 
had  been  indigent  cares.  Providers  received  nothing  for  that  care, 
but  communities  undertook  support  as  their  moral  obligation. 
When  Medicare  took  over  the  support  of  the  elderly  indigent,  com- 
munities did  not  see  this  as  their  responsibility  anymore.  With 
Medicare  and  Medicaid  paying  less  than  cost,  providers  are  faced 
with  financial  inability  to  maintain  that  service. 

For  hospitals,  that  means  closure.  For  physicians,  that  means 
moving  out  of  rural  practices  and  into  specialty  practices  to  gain 
enhanced  funding  from  third-party  payors.  One  rural  hospital  con- 
cerned for  its  future  has  more  business  than  ever  before,  more  rev- 
enue, but  less  of  a  margin.  This  occurs  because  the  contractual  ad- 
justments have  gone  from  $27,000  in  1987,  which  is  1.4  percent  of 
its  revenue,  to  $800,000,  18  percent  of  its  revenue  in  1992.  In  1987, 
the  margin  was  $99,000.  Today,  it  is  $3,744.  This  is  one  of  the  bet- 
ter small  and  rural  facilities,  because  it  has  a  positive  profit  mar- 
gin, $3,000.  It  receives  $260,000  from  the  local  community  to  keep 
it  alive.  Unlike  this  hospital  with  a  positive  margin,  one-third  of 
Iowa's  small  and  rural  hospitals  do  not  have  profit  margins  that 
are  positive.  For  these  facilities,  bleak  is  not  the  word. 

For  rural  communities,  their  hospital  means  more  than  access.  It 
means  physician  retention.  It  means  economic  stability  and  the 
ability  to  draw  business,  health  providers  and  citizens  into  the 
area.  For  the  nurses,  social  workers,  therapists,  and  adjunct  care- 
givers, the  hospital  means  a  job.  For  public  health  nurses,  clinics, 
and  physicians,  the  hospital  means  a  place  to  refer  clients  for  acute 
care.  For  the  elderly  citizen,  it  is  the  place  to  get  care  without  the 
burden  of  leaving  friends,  family,  and  nome. 

A  new  trend  that  pleases  me  is  the  establishment  of  physician 
practices  in  places  where  there  is  no  hospital,  community  health 
clinic,  or  a  rural  health  clinic.  This  requires  a  pioneer  spirit  and 
a  strong  sense  of  the  rural  nature  of  the  chosen  community.  How- 
ever, two  friends  of  mine  recently  have  left  rural  practices  just  like 
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that.  Both  men  came  from  rural  areas,  went  to  medical  school  with 
the  intention  of  returning  to  a  rural  area  to  practice,  and  both 
moved  to  rural  areas  but  failed  and  returned  to  urban  settings.  For 
both,  the  cost  of  paying  their  educational  debt,  buying  or  renting 
a  home,  and  setting  up  a  practice  was  too  high.  Their  incomes  were 
ranging  $40,000  to  $60,000  respectively,  and  it  was  simply  not 
enough  to  service  the  educational  debt  and  establish  a  practice, 
much  less  support  a  family. 

This  year,  over  170  communities  are  seeking  a  physician.  Many 
want  more  than  one.  Iowa  will  graduate  or  import  less  than  one- 
quarter  of  that  number  and  even  less  into  rural  areas  where  the 
need  is  the  greatest.  Additionally,  20  percent  of  our  rural  physi- 
cians are  within  5  years  of  their  retirement  age. 

Federal  policies  that  favor  specialty  practitioners  and  fund 
schools  that  prepare  physicians  that  are  in  specialties  drive  this  in- 
equity. Our  Federal  policy  should  recognize  the  critical  need  for 
physicians  in  rural  general,  family  and  primary  practices,  and  sup- 
port that  need  through  appropriate  capitations  to  schools  and  ade- 
quate financing  of  rural  services.  Medicare  should  not  pay  rural 
doctors  less  than  urban,  new  practitioners  less  than  others.  Mid- 
west residents  less  than  most  other  areas  of  the  country.  The  cost 
of  Federal  rules  and  regulations  such  as  the  clinical  laboratory  im- 
provement amendment  should  not  be  an  undue  burden  on  rural  fa- 
cilities and  practitioners. 

We,  you  and  I,  need  to  develop  a  public  policy  for  this  country, 
a  policy  that  would  guide  the  health  care  reform  rather  than  let 
the  move  to  reform  add  yet  another  wrinkle  to  an  already  messed- 
up  system.  Our  public  policy  should  be  based  upon  the  needs  of  the 
citizens,  the  revenue  available  to  drive  it  and  provide 
empowerment  necessary  to  control  all  the  elements  of  the  health 
care  system. 

Medical  liability  has  cost  billions  of  dollars  in  our  system.  Legis- 
lation to  relieve  that  financial  burden  would  not  only  decrease  cost 
but  add  once  again  a  flexibility  to  the  development  of  innovative 
local  and  regional  health  services.  Medical  liability  causes  standard 
treatments  and  stifles  creativity  and  individuality.  Additionally,  it 
pits  the  patient  and  the  physician  against  each  other  instead  of 
making  them  partners  in  diagnosis  and  care.  The  liability  issue 
precludes  the  use  of  alternative  health  practitioners,  systems  and 
services,  and  affects  access  to  care. 

In  rural  Iowa,  we  have  many  small  communities  filled  with  el- 
derly citizens  and  no  health  services  at  all.  In  many,  there's  not 
even  a  public  health  nurse  unless  one  comes  from  a  county  seat. 
Some  of  these  communities  like  Cresco  in  the  northern  part  of  the 
State  have  a  42-percent  population  of  over  65  year  olds.  Iowa  has 
a  higher  than  national  average  for  elderly,  the  fastest  growing  and 
highest  frail  elderly  population,  which  is  over  85  years  of  age,  and 
this  means  a  smaller  tax  base  for  a  countv  infrastructure  and  high- 
er demand  for  health  services.  Poverty  adds  to  that  picture,  and  in 
rural  Iowa,  it  is  higher  than  national  averages. 

Public  policies  need  to  be  developed  to  meet  the  needs  of  the  pub- 
lic, and  when  other  needs  supersede,  policies  should  be  changed. 
Public  policy  should  not  add  to  the  already  heavy  burden  of  the 
rural  health  care  system. 
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Almost  one-third  of  Iowa's  rural  counties  have  no  local  services 
for  indigent,  pregnant  women,  and  their  babies,  indeed  any  preg- 
nant women  for  prenatal  care  or  delivery.  Many  rural  physicians 
do  not  do  maternity  care  and  many  hospitals  do  not  deliver  babies. 
Is  this  a  planned  public  policy? 

In  Iowa,  less  than  40  percent  of  2  year  olds  are  immunized.  Is 
this  a  planned  public  policy? 

Primary  care  services  are  offered  many  ways  in  Iowa.  From  com- 
munity health  clinics  to  rural  health  clinics  and  physician  prac- 
tices, basic  health  services  are  offered  to  support  the  citizens.  Addi- 
tionally, 69  Iowa  senior  health  clinics  offer  screening  for  the  elder- 
ly. Maternal  child  clinics  offer  mothers  and  children  services,  and 
immunization  clinics  from  Public  Health  Nursing  offer  services  for 
children.  Homeless  clinics  offer  services  to  the  homeless  in  Des 
Moines.  Most  of  these  services  are  limited  by  their  funding.  It  is 
time  for  a  Federal  focus  on  prevention  and  wellness.  It  is  time  for 
the  year  2000  goals  to  be  fully  implemented. 

Our  regulations  governing  the  bond  markets  almost  preclude  a 
small  and  rural  hospital  from  participating  to  gain  financing  to 
build,  rebuild,  and  to  modernize.  In  the  hospital  business,  you  ei- 
ther lead,  follow  or  get  out  of  the  way  to  coin  a  phrase  from  Lee 
laccoca. 

Maintaining  modem  facilities  with  up-to-date  equipment  and 
well-trained  personnel  is  a  key  to  keeping  the  local  business.  When 
the  hospital  loses  40  to  50  percent  of  its  local  business,  it  rarely 
can  keep  its  doors  open  for  long,  even  with  a  community  subsidy. 
Our  policymakers  need  to  plan  for  capitalization  of  health  facilities 
within  the  bond  and  financial  markets. 

The  Justice  Department  rules  at  the  Federal  level  precludes 
some  methods  of  networking,  joining,  consolidating,  and  creation  of 
alternative  efforts.  Their  antitrust  laws  are  now  being  applied  to 
health  services  just  as  they  are  to  the  steel  and  the  auto  industries, 
in  this  instance  often  to  the  public  detriment.  In  rural  America, 
networking,  collaboration,  and  consolidation  means  survival,  not 
only  of  institutions  but  of  provider  practices. 

I  believe  we  as  citizens,  we  as  the  Grovemment,  we  as  providers 
and  consumers  of  health  care  have  a  moral  imperative  to  develop 
a  health  care  system  that  serves  the  needs  of  the  citizens  of  this 
State  and  of  the  country.  I  believe  that  successful  outcome  will  take 
careful  deliberation,  collaborative  effort,  a  studied  development  of 
programs,  and  a  courageous  leadership  to  make  it  happen.  I  do  be- 
lieve it  can  be  done. 

We  must  begin  to  think  of  services  from  the  point  of  need.  We 
should  not  plan  from  the  provider's  point  of  need.  The  citizen  of 
Early,  LA,  population  624,  needs  someone  to  evaluate  his  needs. 
That  citizen  needs  someone  to  drive  him  to  Storm  Lake  for  hospital 
and  physician  care.  That  citizen  needs  wellness  programs  and  dis- 
ease prevention  services  to  maintain  his  independence.  A  cost-effec- 
tive public  policy  would  stress  support  for  disease  prevention  and 
wellness. 

Our  country  has  developed  finely  honed  rules  and  regulations  for 
health  practitioners  that  were  designed  to  protect  the  consumer. 
Our  public  policy  will  need  to  recognize  the  skills  and  limitations 
of  health  personnel  and  use  them  effectively.  Physicians'  assistants 
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can  run  rural  health  clinics.  Nurse  midwives  do  provide  valuable 
services  to  mothers  and  babies.  Public  health  clinics  for  screening 
and  immunizations  are  efficient  and  effective  mechanisms  for  con- 
trol of  illness  and  disease.  Health  education  for  the  public  is  effec- 
tively offered  in  high  schools  and  community  colleges.  Real  public 
policy  would  develop  a  system  around  these. 

It  will  take  great  courage  for  our  public  policy  planners  to  retain 
a  mission  of  meeting  the  public  needs.  It  must  not  succumb  to  the 
fervor  surrounding  turf  battles  for  role  and  client  bases  that  has 
become  our  professional  financial  proving  ground. 

Some  years  ago,  I  began  development  of  a  white  paper  for  a  sys- 
tem of  health  and  social  services  to  citizens  of  small  and  rural  com- 
munities. The  project  was  patterned  after  the  successful  Neighbor- 
hood Nurse  Program  of  the  1920's.  A  nurse  who  lived  in  a  small, 
under  2,500,  but  the  program  was  really  designed  for  around  under 
1,000  population  community,  would  be  funded  by  Federal  moneys 
to  maintain  a  storefront  providing  a  focus  for  health  and  social 
services  in  the  community.  This  office  would  become  the  site  for 
local  physician  clinics  on  an  intermittent  schedule,  a  site  for  mater- 
nal child  health  clinic,  WIC  clinics  from  public  health  and  a  source 
for  social  or  health  referrals.  I  saw  this  as  one  way  to  begin  to  pro- 
vide the  very  diverse,  specific,  and  critical  services  at  a  grassroots 
level,  for  this  paper,  reimbursement  was  a  tough  issue.  The  origi- 
nal premise  was  to  fund  it  as  the  Neighborhood  Nurse  Program 
had  out  of  public  health  funds.  The  reality  was  something  different. 

Our  policymakers  will  need  to  be  as  innovative  in  their  planning 
to  create  something  that  is  meaningful  for  us  all. 

Finally,  our  policymakers  need  to  create  a  mechanism  for  ethical 
decisionmaking  within  our  communities.  A  large  proportion  of  our 
health  care  costs  occur  in  the  last  year  of  an  individual's  life.  A 
great  deal  of  Medicaid  funds  support  premature  services  which 
sometimes  maintain  severely  handicapped  children  for  short,  des- 
perate, sometimes  painful  lives.  Without  the  ability  to  pull  the  plug 
so  to  speak,  we  do  not  have  the  ability  to  control  the  costs  of  health 
care  services.  Even  with  living  wills,  durable  powers  of  attorney 
and  advance  directives,  case  law  still  sides  with  the  parties  other 
than  the  patient  if  there  is  a  discrepancy  or  family  disagreement. 

PREPARED  STATEMENT 

Social  reform  is  neither  easy  nor  popular.  However,  great  cour- 
age should  be  gathered  to  implement  rational  change  to  benefit  the 
whole  of  our  population.  Social  reform  takes  time  and  citizen  sup- 
port. I  believe  that  support  is  here  and  that  time  is  now.  Thank 
you. 

Senator  Harkin.  Jane,  thank  you  very  much. 

[The  statement  follows:! 
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STATEMENT  OF  JANE  SCHADLE,  R.N. 

Rural  America  is  diverse  and  needy  right  now.  Health  care  services 
have  been  disproportionately  supported  with  resulting  deterioration  in 
both  service  quality  and  access.  Funding  of  services  drives  the  health 
care  industry.  When  Hill  Burton  made  capital  funds  available  to 
communities  to  build  hospitals,  many  of  them  did.  At  that  time 
recommendations  were  for  4-6  hospital  beds  per  thousand  population. 
Those  hospitals  built  with  Hill  Burton  funds  offered  a  critical  service 
to  their  community,  created  jobs,  and  shored  up  the  economy  locally. 
Some  economists  noted  that  one  dollar  of  payroll  was  worth  $7_dollars 
to  the  community. 

Times  have  changed.  Rural  populations  are  smaller,  and 
recommendations  for  bed  to  population  ratios  are  now  2  per  thousand. 
Outpatient  services  are  the  focus  of  care.  There  is  a  perception  of 
excess  beds  in  our  acute  care  system  and  a  real  awareness  of  the  cost 
of  those  beds. 

Since  1985  five  rural  hospitals  have  closed  in  Iowa.  Akron  in  1985, 
Alia  in  1986,  Postville  in  1989,  Monticello  in  1991,  Hartley  in  1992. 
Additionally,  facilities  have  merged  such  as  the  hospitals  in  Waterloo 
did  in  1990.  This  year  we  may  lose  two  more,  (Grundy,  and  Ft. 
Madison)  and  yesterday  there  was  an  announcement  of  a  major  merger 
of  two  large  hospitals  from  Des  Moines. 

Just  as  government  policy  drove  the  building  of  hospital  beds  under 
Hill  Burton,  government  policy  under  HCFA,  the  Health  Care 
Financing  Administration,  is  driving  the  fate  of  hospitals.  With 
Medicare  in   1965  the  government  assumed  the  obligation  to  fund 
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health  services  for  the  elderly.  Since  that  time  the  bills  have  been  paid 
at  a  proportion  of  the  cost  of  that  care.  Small  and  rural  hospitals  are 
closing  and  more  will  close  over  the  next  year  because  of  this 
underpayment  and  over  regulation.  When  we  have  a  federal 
government  that  does  not  pay  its  bills,  we  set  the  stage  for  disaster  for 
those  services  which  carry  a  majority  of  government  funded  clients. 

Medicare  provided  partial  funding  for  services  that  in  the  past  had 
been  indigent  cares.  Providers  received  nothing  for  that  care  but 
communities  undertook  support  as  their  moral  obligation.  When 
Medicare  took  over  the  support  of  the  elderly  indigent,  communities 
did  not  see  it  as  their  responsibility  any  more.  With  Medicare  and 
Medicaid  paying  less  than  cost,  providers  are  faced  with  financial 
inability  to  maintain  the  service. 

For  hospitals  that  means  closure,  for  physicians,  that  means  moving 
out  of  rural  practices,  or  into  speciality  practices  to  gain  enhanced 
funding  from  third  party  payors. 

One  rural  Iowa  hospital,  concerned  for  its  future,  has  more  business 
than  ever  before,  more  revenue,  but  less  of  a  margin.  This  occurs 
because  its  contractual  adjustments  have  gone  from  $27,000  (1.4%  of 
its  revenue)  in  1987  to  $800,000  (18.2%)  in  1992.  In  1987  the  margin 
was  $99,000  and  today  it  is  $3,744.  This  is  one  of  the  better  small 
and  rural  facilities,  able  to  retain  a  small  positive  profit  margin 
because  of  $260,000  from  the  local  community.  For  this  facility  and 
many  others  like  it  the  future  is  bleak.  Unlike  this  hospital,  with  a 
positive  margin,  one  third  of  Iowa's  small  and  rural  hospitals  do  not 
have  positive  profit  margins.  For  these  facilities,  Bleak  is  not  the 
word. 
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For  rural  communities  their  hospital  means  more  than  access,  it  means 
physician  retention /it  means  economic  stability/and  the  ability  to  draw 
business, /health  providers  and  citizens  into  the  area.  For  the  nurses, 
social  workers,  therapists  and  adjunct  care  givers  the  hospital  means  a 
job.  For  public  health  nurses,  clinics  and  physicians,  the  hospital 
means  a  place  to  refer  patients  for  acute  care.  For  the  elderly  citizen, 
it  is  a  place  to  get  care  without  the  burden  of  leaving  friends,  family 
and  home. 

A  new  trend  that  pleases  me  is  the  establishment  of  physician  practices 
in  places  where  there  is  no  hospital,  community  health  clinic,  or  rural 
health  clinic.  This  requires  a  pioneer  spirit  and  a  strong  sense  of  the 
rural  nature  of  the  chosen  community.  However,  two  friends  of  mine 
have  left  rural  practices  in  the  last  few  years  for  the  same  reason. 
Both  men  were  from  rural  areas,  went  to  medical  school  with  the 
intention  of  returning  to  rural  Iowa  practices,  and  both  went  to  rural 
settings  to  develop  their  practice.  Both  failed  and  returned  to  urban 
settings.  For  both  the  cost  of  paying  their  educational  debt,  buying  or 
renting  a  home  for  the  family/ and  setting  up  a  practice  was  too  high. 
Their  incomes  were  $40  and  $60,000  respectively  and  that  was  simply 
not  enough  to  service  the  education  debt  and  establish  a  practice  much 
less  support  a  family. 

This  year  over  170  communities  are  seeking  a  physician,  many  want 
more  than  one.  Iowa  will  graduate  and/or  import  less  than  one  quarter 
that  number  and  even  less  into  rural  areas  where  the  need  is  highest. 
Additionally,  twenty  percent  of  our  rural  physicians  are  within  5  years 
of  retirement  age. 

Federal  policies  that  favor  speciality  practitioners  and  fund  schools 
that  prepare  physicians  that  are  in  specialities  drive  this  inequity.    Our 
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federal  policy  should  recognize  the  critical  need  for  physicians  in  rural 
general,  family  and  primary  practices  and  support  that  need  through 
appropriate  capitations  to  schools  and  adequate  financing  of  rural 
services.  Medicare  should  not  pay  rural  doctors  less  than  urban,  new 
practitioners  less  than  others.  Midwest  residents  less  than  most  other 
areas  of  the  country.  The  cost  of  federal  rules  and  regulations  such  as 
the  Clinical  Laboratory  Improvement  Amendment  should  not  put 
undue  burden  on  rural  facilities  and  practitioners. 

We,  you  and  I,  need  to  develop  a  public  policy  for  this  country.  A 
policy  that  would  guide  the  health  care  reform,  rather  than  let  the 
move  to  reform  add  yet  another  wrinkle  to  an  already  messed  up 
system.  Our  public  policy  would  be  based  upon  needs  of  the  citizens, 
the  revenue  available  to  drive  it,  and  provide  the  empowerment 
necessary  to  control  all  the  elements  of  the  health  systems. 

Medical  liability  has  cost  billions  of  dollars  in  the  system.  Legislation 
to  relieve  that  financial  burden  would  not  only  decrease  cost  but  add 
once  again  ^^exibility  U)  th£_deY£lQi2nient  of  innovative  local  and 
regional  health  services.  Medical  liability  causes  standard  treatments 
and  stiflqg^creativitv  a(pd  individuality •'  Additionally,  it  pits  the  patient 
and  the  physician  against  each  other,  instead  of  making  them  partners 
in  diagnosis  and  care.  The  liability  issue  precludes  the  use  of 
alternative  health  practitioners,  systems  and  services  and  affects  access 
to  care. 

In  rural  Iowa  we  have  many  small  communities  filled  with  elderly 
citizens  and  no  health  services  at  all.  In  many  there  is  not  even  a 
public  health  nurse  unless  one  comes  from  the  county  seat.  Some  of 
these  communities  like  Cresco  in  the  northern  part  of  the  state  have  a 
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42%  population  of  over  65  year  olds.  Iowa  has  a  higher  than  national 
average  for  elderly,  and  fastest  growing  and  highest  frail  elderly 
population  (over  85  years).  This  means  a  smaller  tax  ^se^  for  a 
county  infrastructure  and  higher  demand  for^health  services.  Poverty 
adds  to  that  picture  and  in  rural  Iowa  is  higher  than  national  averages. 

Public  policie.s  needs  to  be  developed  to  meet  t!ie  needs  of  the 
public.  And  when  other  needs  supersede,  policy  should  be 
changed.  Public  policy  should  not  add  to  the  already  heavy  burden 
of  the  rural  health  care  system. 

Almost  one  third  of  Iowa's  rural  counties  have  no  local  services  for 
indigent  pregnant  women  and  their  babies,  indeed  any  pregnant 
women  for  prenatal  cares  or  delivery.  Many  rural  physicians  do  not 
do  maternity  cares  and  many  hospitals  do  not  deliver  babies.  Is  this  a 
planned  public  policy? 


In  Iowa  less  than  40%  of  2  year  olds  are  immunized.     Is  this  a 

N _ 

planned  public  policy? 

Primary  care  services  are  offered  in  many  ways  in  Iowa.  From 
Community  Health  Clinics  (5  in  urban  areas)  to  Rural  Health  Clinics 
(14)  and  physician  practices,  basic  health  services  are  offered  to 
support  the  citizens.  Additionally,  69  Iowa  Senior  Health  Clinics  offer 
screening  for  the  elderly,  Maternal  Child  clinics  offer  mothers  and 
children  services,  Immunization  clinics  from  Public  Health  Nursing 
offer  services  for  children.  Homeless  clinics  offer  services  to  the 
homeless  in  Des  Moines.  Most  of  these  services  are  limited  by  theif 
funding.  It  is  time  for  a  federal  focus  on  prevention  and  wellness. 
The  year  2000  goals  should  be  fully  implemented^ ^^^-^^ 
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Our  regulations  governing  the  bond  markets  almost  preclude  a  small 
and  rural  hospital  from  participating  to  gain  Hnancing  to  build, 
rebuild,  and  modernize.  In  the  hospital  business  you  either  lead, 
follow,  or  get  out  of  the  way  -to  coin  a  phrase  from  Lee  laccoca. 
services  to  maintain  his  independence.  A  cost  effective  public  policy 
should  stress  support  for  disease  prevention  and  wellness  programs. 

Our  country  has  developed  finely  honed  rules  and  regulations  for 
health  practitioners  that  were  designed  to  protect  the  consumer.  Our 
public  policy  will  need  to  recognize  the  skills  and  limitations  of  all 
health  personnel  and  use  them  effectively.  Physicians  Assistants  can 
run  rural  health  clinics  effectively  and  efficiently.  Nurse  Midwives  do 
provide  valuable  services  to  mothers  and  babies.    Public  health  clinics 


for     screening     and     Immunizations     are     efficient     and     effective 
mechanisms  for  control  of  illness  and  disease.     Health  education  for 
the   public    is    effectively   offered    in   high   schools    and    cornmunit^ 
colleges.    Real  public  policy  would  develop  a  system  around  this. 

It  will  take  great  courage  for  our  public  policy  planners  to  retain  a 
mission  of  meeting  the  public  needs.  They  must  not  succumb  to  the 
fervor  surrounding  turf  battles  for  role  and  client  bases  that  has 
become  our  current  professional  financial  proving  ground. 

Some  years  ago  I  began  development  of  a  White  Paper  for  a  system  of 
health  and  social  services  to  citizens  of  small  and  rural  communities. 
The  project  was  patterned  after  the  successful  Neighborhood  Nurse 
program  of  the  1920s.     A  nurse  who  lived  in  a  small  (under  2500 


population)  community  would  be  funded  by  federal  monies  to  maintain 
a  store  front  office  providing  a  focus  for  health  and  social  services  in 
the  community.    This  office  would  become  the  site  for  local  physician 
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clinics  on  an  intermiltcnt  schedule,  site  for  Maternal  Child  Health, 
WIC,  and  other  clinics  from  Public  Health  and  a  resource  for  social  or 
health  referrals.  I  saw  this  as  one  way  to  begin  to  provide  the  very 
diverse,  specific,  and  critical  services  at  a  grass  roots  level.  For  this 
paper  reimbursement  was  a  tough  issue.  The  original  premise  was  to 
fund  as  the  NeighborhoodNursej^rogram  had,  under  public  health 
monies.   The  reality  was  something  different. 


Our  policy  makers  will  need  to  be  as  innovative  in  their  planning  to 
create  something  meaningful  for  us  all. 

Primary  care  services  are  offered  in  many  ways  in  Iowa.  From 
Community  Health  Clinics  (5  in  urban  areas)  to  Rural  Health  Clinics 
(14)  and  physician  practices,  basic  health  services  are  offered  to 
support  the  citizens.  Additionally,  69  Iowa  Senior  Health  Clinics  offer 
screening  for  the  elderly,  Maternal  Child  Health  clinics  offer  mothers 
and  children  services.  Immunization  clinics  from  Public  Health 
Nursing  offer  services  for  children.  Homeless  clinics  offer  services  to 
the  homeless  in  Des  Moines.  Most  of  these  services  are  limited  by 
their  funding. 

It  is  time  for  a  federal  focus  on  prevention  and  wellness.  The  year 
2000  goals  should  be  fully  implemented. 

Finally,  our  policy  makers  need  to  create  a  mechanism  for  ethical 
decision  making  within  our  communities.  A  large  proportion  of  our 
health  care  costs  occur  in  the  last  year  of  an  individual's  life.  A  great 
deal  of  Medicaid  funds  support  premature  services  which  sometimes 
maintain  severely  handicapped  children  for  short,  despite,  sometimes 
painful  lives.    Without  the  ability  to  pull  the  plug,  so  to  speak,  we  do 
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not  have  the  ability  to  control  the  costs  of  health  care  services.  Even 
with  living  wills,  durable  powers  of  attorney,  and  advance  directives, 
case  law  still  sides  with  parties  other  than  the  patient  if  there  is 
discrepancy  or  family  disagreement.  . 

Social  reform  is  neither  easy  nor  popular.  However,  great  courage 
should  be  gathered  to  implement  rational  change  to  benefit  the  whole 
of  our  population.  Social  reform  takes  time,  and  citizen  support.  I 
believe  that  support  is  here  and  that  the  time  is  now. 

STATEMENT  OF  DR.  STEVE  GLEASON 

Senator  Harkin.  Dr.  Steve  Gleason,  welcome.  Thanks  for  all 
you're  doing  on  a  national  basis  and  onsite  here  in  Iowa. 

Dr.  Gleason.  Thank  you,  Senator.  Good  afternoon.  To  the  other 
guests  and  participants  here,  I  am  honored  to  be  here  today  with 
such  a  distinguished  panel.  I  must  say  that  we  here  in  Iowa,  Sen- 
ator, are  very  proud  of  the  work  you're  doing  in  this  area,  particu- 
larly rural  health  care  reform.  I  know  that  you  have  long  been  an 
advocate  of  health  care  reform.  If  the  remainder  of  the  U.S.  Senate, 
House,  and  maybe  a  few  past  presidents  had  been  as  interested  as 
you,  we  wouldn't  be  needing  this  hearing  today  or  we  wouldn't  be 
discussing  the  issues  of  rural  health  care  delivery. 

As  you  know  and  as  you  mentioned,  I  chair  the  National  Policy 
Council,  which  is  a  consumer  and  provider  organization  that  for 
some  time  has  advocated  patient-centered  health  policy.  I  am  going 
to  speak  today  primarily  about  provider  issues  in  rural  Iowa,  but 
all  of  these  issues  ultimately  affect  the  end  consumer,  and  we  al- 
ways have  to  keep  the  patient  center  stage  when  we  are  talking 
about  these  issues  without  question.  As  you  mention,  I  was  hon- 
ored to  serve  on  President  Clinton's  transition  team.  I  did  get  a 
chance  to  work  with  HCFA  and  HHS.  I  did  get  a  chance  to  look 
at  the  bureaucracy  in  action  and  work  with  a  policy  team  with 
Judy  Fader  and  some  of  the  others  in  attempting  to  draft  a  health 
bill,  so  I  understand  how  monumental  the  task  might  be.  I  also 
spent  some  time  working  on  the  Governor's  task  force  for  rural 
health  several  years  ago.  And  although  it  is  surprising  to  many  of 
my  friends  in  Government,  I  still  see  patients  and  have  direct  re- 
sponsibility over  clinics  in  urban,  suburban,  inner  city  and  rural 
Iowa.  Amongst  the  myriad  of  problems  I  have  encountered,  it  is  my 
belief  that  rural  health  deserves  our  most  urgent  attention. 

The  reasons  for  my  concern  include  the  following,  some  of  which 
have  been  voiced  but  maybe  I  will  restate. 

The  first  area  is  that  rural  hospitals,  I  believe,  need  special  at- 
tention and  health  reform  process.  Medicare  cuts  and  freezes  affect 
our  rural  hospitals  more  than  their  counterparts  in  other  sectors, 
because  60  to  80  percent  of  the  patients  in  rural  hospitals  are  Med- 
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icare  patients.  Most  recognize  that  costs  are  not  covered  fully  by 
Medicare  reimbursements  and  are  already  shifted  to  the  private 
sector  or  below  the  tax  base. 

At  the  present  time,  60  percent  of  Iowa  rural  hospitals  are  in  du- 
ress and  30  percent  are  frankly  in  the  red.  There  is  no  way  for 
them  to  cost  shift  any  further,  and  to  add  to  their  distress,  there 
are  few  effective  regulatory  controls  over  overpriced  medical  sup- 
plies, pharmaceuticals,  and  technical  equipment.  Costs  are  increas- 
ing at  7  to  8  percent  per  year  without  corresponding  revenue  in- 
creases. 

Personnel  costs  in  addition  are  increasing  3  to  5  percent  per 
year.  Hospital  personnel  in  rural  America,  including  the  adminis- 
trators themselves,  are  generally  paid  below  that  which  we  might 
find  acceptable  in  suburban  America.  Personnel  costs  are  many 
times  the  only  variables  which  hospital  administrators  can  affect 
and  therefore  decrease.  Personnel  budget  downsizing  has  been  nec- 
essary primarily  because  of  Medicare  reimbursement  limitations. 

In  addition  to  these  problems,  my  experience  with  the  Health 
Care  Financing  Administration  reveals  that  the  pressures  of  the 
Clinical  Laboratory  Improvement  Act  increased  quality  assurance 
expectations,  and  the  shifting  of  costs  from  preadmission  out- 
patient services  into  the  inpatient  DRG  will  further  stress  rural 
hospitals. 

With  respect  to  rural  physicians,  it  is  getting  harder  and  harder 
to  recruit  rSral  primary  ?are  physicians.  There  is  no  question  about 
that.  The  failed  promise  of  RBRVS,  the  intense  scrutiny  of  peer  re- 
view organizations  when  applied  to  large  rural  Medicare  population 
and  Medicare's  refusal  to  pay  for  many  services  previously  covered 
discriminates  against  rural  physicians  and  creates  a  financial  dis- 
incentive for  physicians  who  many  times  work  18  hours  a  day,  7 
days  a  week. 

Within  the  State  of  Iowa,  a  study  done  recently  by  the  Polk 
County  Medical  Society  revealed  that  for  the  last  decade,  Iowa  pri- 
mary care  physicians  actually  noticed  a  net  income  decrease  of 
around  7  percent  in  real  dollars  while  physicians  in  general,  par- 
ticularly big  city  specialists,  increased  an  average  of  35  percent 
over  the  same  period. 

In  addition,  rural  family  physicians  as  a  group  are  demoralized 
because  we  as  a  society  many  times  do  not  recognize  the  dignity, 
nor  do  we  grant  the  respect  due  to  physicians  and  nurses  serving 
our  rural  population.  As  a  friend  of  mine  who  previously  served  as 
chief  of  staff  at  Mayo,  who  I  happened  to  run  into  during  transi- 
tion, he  was  chairing  the  physicians  advisory  group  going  out  as  we 
were  coming  in  to  HCFA,  but  he  made  a  good  point  that  I  thought 
was  worthwhile.  As  Mayo  began  to  look  at  rural,  rural  medicine 
was  not  their  big  thing  in  the  past.  It  has  always  been  high  spe- 
cialty care,  high  technology,  so  they  began  to  take  a  look  at  it,  and 
they  discovered  an  attitude  actually  that  urban  academic  special- 
ists at  the  time  had  been  overly  critical,  maybe  even  cruel  in  mak- 
ing high-minded  comparisons  between  specialists  with  8  hours  of 
sleep,  high  technology  and  expert  backup  compared  with  a  sole 
practitioner  alone  in  a  small  town  seeing  50  patients  a  day  stajdng 
up  £ill  night  with  no  support  at  all. 
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The  question  really  given  all  these  factors  for  rural  physicians 
now  and  into  the  future  is,"  Why  do  it?"  That's  the  real  question. 

With  respect  to  patients,  constrained  reimbursement,  decreases 
in  local  services  and  other  changes  in  health  care  delivery  have  re- 
sulted in  the  need  for  them  to  travel  further  for  simpler  and  sim- 
pler procedures.  In  addition,  they  have  to  carry  the  increased  prop- 
erty tax  and  private  insurance  burden  created  by  Medicare  and 
Medicaid  shortfalls. 

With  respect  to  the  local  economy,  hospitals,  physicians,  dentists, 
nursing  homes,  and  pharmacists  make  up  the  primary  employer  in 
many  rural  Iowa  communities.  Although  agriculture  is  Iowa's  larg- 
est employer,  in  general,  health  care  runs  a  close  second.  If  one 
shuts  down  a  local  hospital,  eliminates  the  physician's  office,  you 
must  also  close  the  pharmacy  and  many  times  the  nursing  homes 
and  ultimately  the  community's  economy. 

With  respect  to  the  effects  on  the  State,  decreasing  Medicare  dol- 
lars to  the  State  of  Iowa  is  third  only  to  decreasing  agriculture  sub- 
sidy and  Social  Security  with  respect  to  its  economic  impact.  As  we 
send  tax  dollars  to  Washington,  DC,  unlike  States  with  huge  de- 
fense plans  and  other  services,  Medicare  is  one  of  the  few  ways 
that  lowans  can  recap  their  Federal  investment. 

Fortunately,  we  have  a  rural  State  President  who  is  committed 
to  rural  health.  I  have  to  say  that  I  unquestionably  support  the  ef- 
forts of  our  President  to  adopt  and  implement  health  reform.  I 
know  that  we  must  all  sacrifice  to  balance  the  budget  and  to  pro- 
vide health  care  to  all  Americans.  The  Government's  real  problem 
is  that  the  Medicare  trust  fund  is  about  to  go  broke,  and  until  we 
can  implement  offsetting  advantages  to  rural  providers.  Medicare 
cuts  will  indeed  be  burdensome. 

During  the  transition  process,  I  suggested  to  the  President  and 
I  now  suggest  to  you  several  opportunities  to  decrease  the  burden 
on  rural  communities  so  that  they  do  not  have  to  share  an  inordi- 
nate burden  as  health  reform  is  implemented. 

First  of  all,  the  Health  Reform  Act  must  include  bureaucracy  re- 
duction and  regulatory  control  so  that  rural  hospitals  and  doctors' 
offices  can  experience  a  cost  savings,  not  just  a  revenue  reduction. 
This  decrease  in  bureaucracy  can  take  the  form  of  several  initia- 
tives, and  I'd  like  to  list  four  of  those  initiatives.  There  are  more. 

First  of  all,  a  uniform  claim  form  so  that  time  is  not  wasted  try- 
ing to  train  clerical  personnel  in  the  use  of  over  1,500  insurer  and 
Government  claim  forms. 

The  second  one  is  standard  criteria  for  admission  and  discharge 
from  the  hospital  so  that  insurers  and  other  payors  cannot  play  one 
against  the  other  and  so  that  patients  can  expect  a  uniform  stand- 
ard of  care. 

The  next  one  is  an  act,  a  5-year  sunset  on  all  Federal  regulations 
affecting  hospitals  and  rural  physicians.  It  will  force  the  Federal 
Government,  the  White  House,  and  the  Congress  to  reassess  on  a 
regular  basis  the  necessity  of  such  regulations. 

And  the  other  paperwork  reduction  point  I  want  to  make  today 
is  to  provide  hospitals,  physicians,  nurses,  and  rural  pharmacists 
an  advocate  or  ombudsman  to  assist  in  dealing  with  what  is  at 
times  an  unresponsive  Federal  bureaucracy. 
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My  second  recommendation  to  you  beside  bureaucracy  reduction 
is  that  congressional  leaders  should  give  serious  consideration  to 
lessening  the  impact  of  Medicare  cuts  on  rural  and  inner  city  insti- 
tutions, particularly  those  who  carry  a  large  charity  burden. 

My  third  recommendation  is  new  legislation  should  create  incen- 
tives for  medical  schools  and  train  hospitals  to  train  primary  care 
physicians  and  to  decrease  the  outpouring  of  expensive  subspecial- 
ists,  most  of  whom  do  not  serve  in  rural  America  or  in  inner  city 
America. 

And  the  fourth  is  create  legislation  supporting  telecommuni- 
cations and  fiberoptic  technology  to  deliver  high  technology  and 
diagnostics  to  all  rural  hospitals  to  lessen  the  necessity  of  trans- 
porting patients  to  urban  centers. 

In  the  context  of  health  reform,  these  issues  are  critical.  I  have 
strongly  encouraged  the  President  and  the  health  reform  task  force 
to  include  many  of  these  measures  in  legislation  which  is  to  be 
handed  to  Congress  in  May  1993.  We  should  all  give  the  President 
time  to  develop  and  announce  his  proposal.  We  should  grant  him 
our  confidence  and  our  support  as  he  embarks  on  this  difficult  jour- 
ney. 

PREPARED  STATEMENT 

But  I  want  you  to  know  that  Congress  should  also  feel  free  to 
initiate  these  simple  proposals  to  give  relief  to  rural  physicians, 
hospitals,  and  pharmacies. 

I  thank  you  very  much  for  the  opportunity  again  to  testify  before 
this  esteemed  committee,  and  I  invite  any  questions  you  have. 
Thank  you. 

[The  statement  follows:] 


29 


STATEMENT  OF  DR.  STEVE  GLEASON 

Good  afternoon.  Senator  Harkin,  and  other  distinguished  participants.  I 
am  very  honored  to  be  here  today.  I  must  say  that  we,  here  in  Iowa,  are 
very  proud  of  you.  Senator  Harkin,  for  your  diligent  efforts  on  behalf  of 
lowans  in  the  area  of  health  care  and  health  care  reform.  If  the  remainder 
of  the  U.S.  Senate  and  House  were  as  interested  as  you,  we  would  need 
not  be  here  today  discussing  the  problems  of  rural  health  care  delivery. 

As  I  am  sure  you  know,  I  chair  the  National  Health  Policy  Council  and 
served  on  President  Clinton's  Transition  i  eam  as  a  liaison  wiih  ihe  Health 
Care  Financing  Administration.  I  also  worked  briefly  on  the  transition 
health  policy  team.  In  addition,  I  served  on  the  Governor's  Task  Force  on 
Rural  Health  in  Iowa  and,  although  it  is  surprising  to  many  of  my  friends 
in  government,  I  still  see  patients  and  have  direct  responsibility  over 
clinics  In  urban,  suburban,  inner  city,  and  rural  Iowa.  Amongst  the  myriad 
of  problems  I  have  encountered,  it  is  my  belief  that  rural  health  deserves 
the  most  urgent  attention  by  our  Congress.  "^  • 

Reasons  for  my  concern  include  the  following: 

Rural  hospitals  are  at  risk  in  the  health  reform  process.  Medicare 
cuts  and  freezes  affect  our  rural  hospitals  more  than  their  counterparts  in 
other  sectors  of  the  economy  because  60  -  80  percent  of  the  patients  in 
a  rural  hospital  are  Medicare  patients.  Most  would  suggest  that  Medicare 
costs  are  not  covered  fully  by  Medicare  and  are  already  shifted  to  the 
private  sector  or  to  tax  base. 

At  the  present  time,  60  percent  of  Iowa's  rural  hospitals  are  in 
duress  and  30  percent  are  frankly  in  the  red.  There  is  no  way  for  them 
to  cost-shift  any  further.  And  to  add  to  their  distress,  there  are  few 
effective  regulatory  controls  on  over-priced  medical  supplies, 
pharmaceuticals,  and  technical  equipment.  Costs  are  increasing  7  -  8 
percent  per  year  without  corresponding  revenue  increases. 

Personnel  costs,  in  addition,  are  increasing  3  •  5  percent  per  yt  ^_ 
Hospital  personnel  in  rural  America,  including  administrators,  are  generally 
paid  below  that  which  we  might  find  acceptable  in  suburban  America. 
Personnel  costs  are  many  times  the  only  variables  which  hospital 
administrators  can  effect.  Personnel  budget  downsizing  has  been 
necessary  primarily  because  of  Medicare  reimbursement  limitations.      ^^ 

In  addition  to  these  problems,  my  experience  with  the  Health  Care 
Financing  Administration  reveals  that  pressures  of  the  Clinical  Laboratory 
Improvement  Act,  increased  quality  assurance  expectations,  and  the 
shifting  of  costs  from  pre  admission  outpatient  services  into  the  inpatient 
DRG  will  further  stress  rural  hospitals.  " 

With  respect  to  rural  physicians,  it  is  getting  hprder_and  harder  to 
recruit  rural  primary  care  physicians.  The  failed  promise  of  RBRVS.  the 
intense  scrutiny  of  Peer  Review  Organizations  when  applied  to  the  large 
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rural  Medicare  population,  and  Medicare's  refusal  to  pay  for  many 
services  previously  covered,  discriminates  against  rural  physicians  and 
creates  a  financial  disincentive  for  these  physicians  who  many  times  work 
24  hours  a  day,  7  days  a  week. 

Within  the  state  of  Iowa,  a  study  done  recently  by  the  Polk  County 
Medical  Society  reveals  that  for  the  last  decade,  Iowa  nrim,nry  gfjrp 
physicians  actually  noticed  a  net  real  income  decrease  of  around  7 
percent  in  real  dollars,  while  ph^sifiiaps,  in  general,  particularly,  big  city 
specialists  increased  an  average  of  30  -  35  percent  over  the  same  period. 

In  addition,  rural  family  physicians,  as  a  group,  are  demoralized 
because  we,  as  a  society,  many  times  do  not  recognize  the  dignity,  nor 
do  we  grant  the  respect  due  physicians  and  nurses  serving  our  rural 
population.  As  a  friend  of  mine  who  previously  served  as  Chief  of  Staff 
at  Mayo  said:  "As  Mayo  began  the  study  of  rural  family  practice,  we 
discovered  that  urban  academic  specialists  have,  at  times,  been  overly 
critical,  even  cruel  in  making  highminded  comparisons  between  specialists 
with  8  hours  sleep,  high  technology,  and  expert  back-up  compared  to  a 
solo  family  physician,  seeing  50  patients  a  day  and  20  at  night  with  no 
support  at  all. 


it?". 


The  question  for  rural  physicians  now  and  in  the  future  is  ' 


why  do 


^Ith  respect  to  patients,  constrained  reimbursement,  decreases  in 
local  services,  and  other  changes  in  health  care  delivery  have  resulted  in 
the  need  for  them  to  travel  further  for^impler  and  simpler  procedures.  In 
addition,  they  have  to  carry  the  iricreased  property  tax  and  private 
insurance  burden  created  by  Medicare  and  Medicaid  shortfalls. 

With  respect  to  the  local  economy,  hospitals,  physicians,  dentists, 
nursing  homes,  and  pharmacists  make  up  the  primary  employer  in  many 
rural  Iowa  communities.  Although  agriculture  is  Iowa's  largest  employer, 
in  general,  health  care  runs  a  close  second.  If  one  shuts  down  the  local 
hospital  and  eliminates  the  physician's  office,  you  must  also  close  the 
pharmacy,  many  times  the  nursing  homes,  and  ultimately  the 
community's  economy. 

With  respect  to  the  effects  on  the  state,  decreasing  Medicare  dollars 
to  the  state  of  Iowa  is  third  only  to  decreasing  agriculture  subsidy  and 
social  security  with  respect  to  its  economic  impact.  As  we  send  fax 
dolhars  to  Washingfon,  DC,  unlike  states  with  large  defense  plants  and 
other  services.  Medicare  is  one  of  the  few  ways  that  lowans  can  recap 
their  federal  investment. 

Fortunately,  we  have  a  rural  state  President  who  is  committed  to 
rural  health.  I  have  to  say  that  I  unquestionably  support  the  efforts  of  our 
President  to  adopt  and  implement  health  reform.  I  know  we  must  all 
sacrifice  to  balance  the  budget  and  to  provide  health  care  to  all 
Americans.    Government's  real  problem  is  that  the  Medicare  Trust  Fund 
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is  about  to  go  broke  and  until  we  can  implement  offsetting  advantages  to 
providers,  the  slowed  Medicare  payment  increases  will,  indeed,  l)e 
burdensome. 

During  the  transition  process,  I  suggested  to  the  President  and  I  now 
suggest  to  you,  several  opportunities  to  decrease  the  burden  on  rural 
communities  so  that  thoy  do  not  have  to  share  an  inordinate  burden  as 
health  reform  is  implemented. 

1 .  The  Health  Reform  Act  must  include  bureaucracy  reductjon  and 
regulatory  controls  so  that  rural  hospitals  and  doctors'  offices  can 
experience  a  cost  saviftgs-not  just  a  revenue  reduction.  This 
decrease  in  bureaucracy  can  take  the  form  of  several  Initiatives: 

a.  A  Uniform  r.\^im  fnriT|  ${3  that  time  is  not  wasted  trying  to 
train  clerical  perscjnrielifj  the  use  of  over  1500  insurer  and 
government  claim  forms.  "        '        ' 

b.  Standard  criteria  for  admission  and  discharge  from  the 
hospital  so  that  insurers  and  other  payers  cannot  play  one 
against  the  other  and  so  that  patients  can  expect  a  uniform 
standard  of  care. 

c.  Enact  a  five  year  sunse^  on  all  federal  regulations  affecting 
ospitals   and   rural   physicians.      It   will   force   the   federal 

government,  the  White  House,  and  the  Congress  to  reassess, 
on  a  regular  basis,  the  necessity  of  regulations. 

d.  Provide  hospitals,  physicians,  nurses,  and  rural  pharmacists 
an  advocate  or  ombudsman  to  assist  in  dealing  with,  what  at 
times,  is  an  unresponsive  federal  bureaucracy. 

2.  Congressional  leaders  should  give  serious  consideration  to 
lessening  the  impact  of  Medicare  cuts  on  rural  and  inner  city 
institutions,  particularly  those  who  carry  a  large  charity  burden. 


\-, 


3.  New  legislation  should  create  incentives  for  medical  schools  and 
training  hospitals  to  strain  primary  care  physicians  and  to  decrease 
the  graduation  of  too  many  expensive  sub-specialists  --  most  of 
whom  do  not  serve  in  rural  America  or  inner  city  America. 

4.  Create  legislation  supporting  telecommunications  and  fiberoptic 
technology  to  deliver  Jii^h  technology  and  diagnostics  to  all  rural 
hospitals  to  lessen  the  necessity  ot  transporting  patients  to  urban 
centers. 

In  the  context  of  health  reform,  these  issues  are  critical.  I 
have  strongly  encouraged  the  President  and  the  health  reform  task  force 
to  include  many  of  these  measures  in  legislation  which  is  to  be  handed  to 
Congress  in  May  of  1993.  We  should  all  give  tfie  President  time  to 
develop  and  announce  his  proposal.  We  should  grant  him  our  confidence 
and  our  support  as  he  embarks  on  this  difficulty  journey. 

n 


32 


But  Congress  should  also  feel  free  to  inititate  these  simple  proposals 
to  give  relief  to  rural  physicians,  hospitals,  and  pharmacies.  I  thank  you 
very  much  for  the  opportunity  again  to  testify  before  this  esteemed 
committee  and  I  invite  any  questions  you  might  have. 


BIOGRAPHY  OF  STEPHEN  C.  GLEASON 

Current  Posrtions: 

.   Chief  Medical  Officer,  and  atlending  physician.  Mercy  CJinic  System. 

,   Board  of  Directors,  Mercy  Hospital  Medical  Center,  Das  Moines.  Iowa. 

.    Faculty/Program  Manaoer.  Mercy  Hospital-Harvard  School  of  FubHc  Health,  Executive 

PiOflram  in  Health  Policy  and  Manaoement. 
.    Adjunct  Profoisor,  U.niversity  cf  Osteopathic  Medicine  and  Health  Sciences. 
.    President  and  C.E.O.,  Iowa  Medical  Association,  P.C. 
Education: 

.    Bachelor  of  Science  (Pro-med),  Iowa  State  Universir/,  Ames,  Iowa. 

.  Doctor  of  Osteopatfiy,  Univorsrry  of  Osteopathic  Mtdicine  and  Health  Sciences.  Oes  Moines, 

Iowa. 
.   Fnmily  Practice  Traininfl,  Memorial  Medical  Csnlsr  (Baylor  and  University  of  Texas  affiliate), 

Corpus  Christi,  Texas. 
.    Board  Certified  FomUy  Physician  " 

.  Post-graduate.  Executive  Program  in  Health  Systems  Manag-ment.  Harvard  School  of  Public 
Health. 
Honors: 

.   First  Physician  to  receive  Des  Moines  Register's  "Up  and  Comers"  Award,  1992. 
.    Iowa  Physician  of  the  Year,  1.0. M. A.,  1990. 
.   Outstanding  Young  lowan  Award,  1982. 
.    Medical  School  Gradusto  whh  Distinction  (ValediCTorian). 
Public  Service: 
National  — 

liaison.  Department  of  Health  and  Hu.T.an  Ser\'ices,  Presidential  Transhion 

Team.  1992-93. 
.    Chairman.  Nationai  Health  Policy  Councfl  -  non-paalsan  coalition  of  providers,  consumers, 

and  Conflressionai  leaders. 

Nationa!  Political  Advisor  on  Physicians  and  Hospitals.  Clinton/Gort?  Campaion  "92. 

Chairman,  Health  Policy  Advisory  Comminee  to  Senator  Tom  Harkin  (D.la.). 
.    Moderator,  Presidential  Candidates  Fonjm  on  Health,  138?. 

Chair,  Presidential  Candidater.  Health  Polic-,'  Debat9  Commrnce,  1992. 
.    Democratic  National  Platform  Committee,   1988,1992. 

HeaJth  Advisor,  Dukakis  Presidential  Campaign. 
State  and  Local  - 

Governor's  Rural  Health  Task  Force  (Gov.  Terry  Branstad,  R.  la.). 
.   Iowa  Lcgislarjro's  Health  Interim  Committee. 

Cnairman,  Board  of  Directors,  Iowa  CARES  Medical  Foundation. 
.    Health  Advisory  Boerd,  Des  Moines  Catholic  Diocese. 

Chairman,  Mayoi'i  Select  Committte  on  Drjg  Abuse  -  cr^ircutive  producers  of  Emmy  Award 

v.-in.ninfl  documentary  on  drog  abuse. 
Other: 

.   Author  —  3  rnonographs,  numerous  articles. 
.    Lecturer  at  2  universities. 

Family  -  wife.  Lisa,  and  five  children,  Mike,  Tim,  Chris,  Sean,  Keriann. 

Full  Diogrephy  in  h'.aiquis  W?)o's  VV/?o  in  fhi  'A'o.-id  and  V/bo'3  VV/>o  of  Emerging  Leaders  tn 

America. 

•  Owti-f-i  h.  Amor.cil^  E<a.d  .if  Firrjiy  Prscice  l.\MAI.    AH'    "^e  ;•  C^m^tA  ^<  Ar-.r-:Fr.  S<^;l»tY  of  Addichor  M«dic;nr. 

Senator  Harkin.  Thank  you  very  much,  Steve.  And  again,  I 
think  it  is  important  to  note  for  the  people  here  and  for  the  record 
that  we  see  a  lot  of  health  care  specialists  come  through  Washing- 
ton. They  are  all  well  meaning.  They  are  all  very  bright,  and  they 
provide  a  valuable  service  and  enlighten  us  as  to  different  aspects 
of  the  health  care  problem. 
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Very  few,  in  fact,  Dr.  Gleason  may  be  the  only  one  I  know  of  that 
actually  still  goes  back  and  puts  on  his  white  jacket  and  sees  pa- 
tients and  delivers  primary  health  care,  as  doctor  here  in  the  State 
of  Iowa,  as  family  practice  physician.  I  think  that  is  vitally  impor- 
tant to  keep  in  touch  with  people,  and  that  is  why  I  think  your 
help  and  your  advice  and  input  into  Hillary  Clinton's  team  is  going 
to  oe  most  important.  So  I  congratulate  you  and  hope  you  keep 
pounding  on  the  door  all  the  time  and  let  us  hear  firsthand  what 
is  happening  out  here. 

I  guess  really  the  question  uppermost  in  my  mind  is  a  general 
question.  I  have  some  specific  things,  but  it  is  this  idea  that,  when 
I  talk  to  people  about  rural  health  care  and  the  need  to  ensure  the 
same  quality,  access,  affordability  as  the  people  who  live  in  cities, 
the  responses  I  sometimes  get  from  my  urban  friends  are,  well, 
that  is  just  simply  not  possible.  People  live  in  rural  areas,  they  de- 
cide to  live  there,  that  is  their  decision.  They  cannot  expect  us  to 
put  money  into  this  thing  to  ensure  that  they  get  that  same  kind 
of  health  care,  because  it  costs  more  to  deliver  it. 

It  eerily  reminds  me  of  a  paper  I  wrote  once  on  the  development 
of  the  Rural  Electric  Administration,  Rural  Electrification,  and  de- 
bate took  place  on  the  Senate  floor  about  whether  or  not  we  should 
extend  Federal  subsidies  to  extend  power  lines  out  to  rural  areas, 
and  more  than  one  Senator  got  up  to  say,  "Well,  wait  a  minute." 
Or  a  Congressman,  I  guess  it  was  in  the  House.  More  than  one 
Congressman  got  up  to  say,  "Well,  you  know,  people  live  in  these 
rural  areas.  I  mean,  they  decide  to  live  there.  They  want  electricity, 
they  can  move  to  the  cities,  you  see.  Why  should  we  string  the  lines 
out?"  Well,  we  did  and  look  what  happened.  The  rural  area  blos- 
somed, the  rural  area  including  schools,  universities,  factories,  and 
homes. 

We've  had  another  downturn  now,  so  we  invested  there,  but  it 
created  an  atmosphere,  created  a  climate  in  which  people  could  live 
and  grow  and  develop  in  rural  areas.  I  guess  what  I  am  saying  is 
that  most  polls  today  indicate  that  if  people  have  a  choice  of  where 
to  live,  they  would  rather  live  in  a  smaller  community,  rural  areas 
than  a  larger  area  if  they  have  education,  transportation,  decent 
job  and  income,  and  health  care,  and  I  wonder  if  overall  we  would 
be  saving  a  little  bit  of  money  nationally  if  we  looked  upon  it  that 
way  rather  than,  well,  it  is  just  going  to  cost  more  money  to  deliver 
services. 

Well,  having  finished  my  own  soliloquy,  does  it  really  cost  more 
or  are  there  ways  in  which  we  can  devise  a  health  care  delivery 
system  to  rural  areas  that  we  can  show  demonstrably  does  not 
really  cost  a  lot  more  than  an  urban  area?  Is  that  possible,  or  is 
it  just  simply  going  to  cost  a  little  bit  more  and  we  have  to  look 
upon  it  at  this  other  way  like  I  just  stated  that  overall  it  is  going 
to  help  us  all?  I  do  not  know. 

Ms.  ScHADLE.  I  think  that  some  things  do  cost  more  because  we 
are  not  able  to  achieve  the  economies  of  scale.  If  a  physician  in  a 
rural  practice  buys  a  $10,000  piece  of  equipment,  he  s  going  to  de- 
preciate it  out  differently  maybe  over  a  5-year  period  of  time.  He's 
not  going  to  use  it  as  many  times.  He's  not  going  to  be  able  to  bill 
for  that  service  as  often.  However,  in  an  urban  practice,  that  equip- 
ment may  be  used  constantly  all  day  long.  They  may  be  able  to  put 
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the  actual  bill  lower  than  a  rural  area.  So  for  a  specific  thing,  I 
think  that  you  cannot  achieve  economies  of  scEile  in  rural  practices, 
but  I  think  for  general  human  services,  the  costs  are  the  same. 

Senator  Harkin.  Just  some  specialties  maybe.  Any  views  on  that, 
Steve? 

Dr.  Gleason.  This  whole  area  is  being  hotly  debated  whether  or 
not  managed  competition,  which  we  know  is  the  center  of  the  Presi- 
dent's heSth  reform  bill,  will  work  in  rural  Iowa.  It  really  goes  to 
the  heart  of  that  issue,  because  can  you  provide  those  services  effi- 
ciently, effectively?  Could  rural  Iowa  compete  with  an  adjacent 
area  in  rural  Iowa  for  instance,  and  a  lot  of  it  probably  has  to  do 
with  system  design. 

If  you  get  enough  practitioners  together,  you  can  get  economies 
of  scale  when  you  go  out  to  buy  tongue  depressors.  The  problem  is 
that  right  now  we  do  not  have  a  system  in  place  that  allows  them 
to  do  that.  We  do  not  have  joint  purchasing  opportunities  for  rural 
practices  for  instance.  I  think  we  have  to  begin  to  think  creatively. 

I  think  there  are  some  things  that  are  less  expensive  in  rural 
Iowa.  I  think  the  personnel  there  tend  to  work  longer  hours  for  less 
money.  Whether  that  is  right  is  another  question.  I  think  the  pa- 
tients are  more  tolerant  of  inconveniences.  Whether  that  is  right  or 
not  is  another  question,  but  the  reality  is  I  don't  think  we  should 
forsake  rural  Iowa  or  rural  Montana  because  suburban  America 
does  not  want  to  pay  for  it. 

The  same  argument  can  actually  be  held  for  inner  city  America. 
And  in  fact,  a  friend  of  mine,  David  Bloomenfald  of  Harvard,  who 
I  think  you  know,  he  is  a  physician  here.  We  talked  about  doing 
a  joint  study  that  really  compared  these  disincentives  for  practice 
for  physicians  between  inner  city  America  and  rural  America,  and 
there  are  a  lot  of  similarities,  a  lot  of  similarities,  and  a  lot  of  those 
same  arguments  could  be  made,"  Why  should  we  put  money  in  that 
inner  city  area?"  And  politically,  there  may  be  some  advantages  in 
talking  to  the  inner  city  folks  about  some  of  these  same  issues.  So 
I  believe  we  can  provide  these  services,  and  I  think  in  the  long 
term  it  will  be  cheaper  to  provide  them  near  the  patient's  home  in 
rural  America  and  not  ship  them  all  over  the  country.  And  if  we 
can  figure  out  a  way  to  do  that,  I  think  America  itself  will  be  a 

Dr.  Conger.  I'd  just  like  to  followup  on  that  a  little  bit.  It  seems 
to  me  that  we're  looking  in  a  too-limited  fashion  if  you  think  only 
of  health  care  costs.  I  mean,  you  have  pointed  out  other  kinds  of 
costs,  moving  people  to  places  they  do  not  want  to  go.  It  seems  to 
me  there  is  little  reason  to  believe  that  moving  everybody  who  lives 
in  rural  areas  to  urban  environments  is  going  to  improve  quality 
of  life  in  the  country  or  would  even  be  less  expensive  than  their 
being  able  to  find  a  reasonable  quality  of  life  in  rural  areas.  I  think 
some  of  the  things  that  have  been  brought  up  here  today,  fiberoptic 
networks  that  could  deliver  high  technology  information  to  local 
hospitals  and  a  greater  emphasis  on  prevention  and  wellness  and 
a  greater  emphasis  on  storefront,  I  really  thought,  Jane,  your  ideas 
about  the  nursing  models  were  really  quite  good.  It  is  innovations 
like  that  that  seem  to  me  would  work  well. 

I  think  also  we  need  to  think  about  taking  greater  advantages 
of  natural  helper  networks  that  are  out  there  empowering  families 
to  do  more  in  terms  of  assisting  themselves  in  meeting  their  health 
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needs  and  natural  networks  that  exist  in  the  community  that  can 
assist  people  if  they  have  to  go  to  regional  centers  and  so  on.  It  cer- 
tainly is  going  to  take  innovation,  but  I  think  the  alternative  of 
seeing  everybody  having  to  live  in  an  urban  environment  is  not 
particularly  beneficial. 

Senator  Harkin.  My  staff  just  passed  me  a  note  here.  It  says: 
'Tirst  of  all,  rural  taxes,  which  pay  for  urban  subway  systems — " 
that  is  interesting,  "And  rural  people  pay  the  exact  same  Medicare 
premiums,  so  why  should  they  get  less  out  of  it?"  Interesting. 

Ms.  SCHADLE.  And  one-quarter  of  our  population  is  rural. 

Senator  Harkin.  That  is  an  important  point.  As  you  say  I  really 
do  think  that  we  have  to  look  at  as  you  say  innovative  ways  of 
doing  this  service.  I  think  this  fiberoptic  network  is  going  to  help 
us  a  lot,  and  I  have  a  telemedicine  bill  that  I  am  going  to  be  intro- 
ducing shortly  to  help  move  us  in  that  direction.  I  have  seen  some 
experiments  performed  in  that  area  where  you  could  actually 
transmit  with  extreme  clarity  an  x  ray,  CAT  scan  or  an  MRI  or 
something  like  that  to  the  University  of  Iowa  Hospital  or  the  Mayo 
Clinic  or  someplace  or  Mercy  or  wherever  it  might  be  and  have 
someone  there  interpret  it  for  the  family  physician.  I  mean,  do  not 
take  me  wrong  anybody  out  there  that  is  doing  this,  but  I  mean, 
with  some  minimal  amount  of  training  you  can  run  an  MRI,  how- 
ever, you  may  not  be  able  to  interpret  what  it  says.  That  takes  ex- 
perience and  a  lot  of  knowledge.  The  same  with  a  CAT  scan  or  an 
X  ray.  I  mean,  I  will  bet  I  could  operate  an  x-ray  machine.  You  line 
someone  up,  you  push  the  button  and  it  is  all  automatic;  but  I 
would  not  know  what  I  was  seeing,  but  if  I  could  get  it  on  a 
fiberoptic  and  send  it  to  someone  who  could  read  it,  they  could  tell 
me  what  is  going  on.  So  I  think  there  may  be  a  lot  of  promise  in 
using  this  to  keep  the  cost  down  in  rural  areas  and  to  provide  a 
family  practice  physician  the  kind  of  backup  that  he  or  she  may 
need. 

I  talked  to  a  lot  of  family  practitioners  in  rural  areas.  Aside  from 
the  fact  that  they  are  on  call  7  days  a  week  and  they  are  just  be- 
sieged, they  have  no  time  off  and  precious  little  home  life  because 
they  are  always  on  call.  Aside  from  that,  a  lot  of  times  they  feel 
they  are  out  there  without  much  backup.  If  they  had  something 
like  this  where  they  could  tap  into  this  system  and  have  all  the 
backup  they  needed  right  away,  I  think  you  would  find  a  little 
more  interest  in  practicing  in  rural  areas. 

On  the  overregulation  and  the  redtape,  both  of  you  mentioned 
this.  I  am  looking  for  any  specific  suggestions  that  you  might  have, 
because  I  am  working  on  that  issue  in  my  appropriations  sub- 
committee, and  I  intend  to  crack  down  on  it  and  I  intend  to  do 
something  by  doing  some  manipulations  here  and  there.  Aside  from 
what  we  do  on  the  whole  overall  health  care  reform  package,  I 
want  to  start  this  year  in  changing  some  of  those  things. 

Steve,  let  me  ask  this:  How  soon  do  you  think  we  could  actually 
implement  one  unitary  form  that  is  computer  readable?  Is  that 
something  that  would  take  several  years? 

Dr.  Gleason.  I  think  it's  more  a  hardware/software  issue  than 
it  is  getting  everybody  to  agree  on  the  form.  I  believe  that  we  could 
probably  get  folks  to  agree  on  a  form,  maybe  even  hit  for  1,500,  I 
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am  not  sure,  but  we  might  be  able  to  get  some  agreement  on  that 
form. 

The  technology  if  we  were  going  to  do  a  computer,  that  is  a  dif- 
ferent piece  of  that,  and  computerized  medical  records  and  the 
Community  Health  Information  Management  System  [CHIMS], 
that  the  Institute  of  Medicine  and  Hartford  Foundation  are  work- 
ing on.  Great  stuff.  It  is  going  to  take  a  few  more  years  to  get  to 
that  point,  but  I  think  we  can  go  ahead.  We  could  agree  on  a  uni- 
form claim  form.  I  suppose  the  agreement  could  come  better  if  it 
were  mandated  by  you  guys  in  the  Senate  and  House  and  signed 
by  the  President.  That  would  make  it  easier 

Ms.  SCHADLE.  Lots. 

Dr.  Gleason  [continuing].  If  we  had  some  uniform  rules  with  re- 
spect to  when  patients  can  come  and  go  in  the  hospital  so  that 
there  are  not  so  many  rules,  uniform  coding  for  diagnoses.  And  we 
do  have  uniform  coding,  but  so  many  of  the  insurers  have  these  lit- 
tle additional  little  rules  in  order  to  get  reimbursement  that  make 
it  difficult  and  worsen  the  bureaucracy  if  you  will.  Quality  assur- 
ance activities,  there  is  quite  a  list,  and  I  will  supply  those  to  Peter 
for  you. 

Senator  Harkin.  If  you  have  any  specific  suggestions  on  any  pa- 
perwork, even  if  it  is  just  one  little  item  or  something  like  that,  if 
we  can  save  a  few  million  here  or  a  few  million  there,  you  know, 
it  might  help  us.  I  would  appreciate  any  suggestions  you  might 
have  on  that. 

Oh,  yes,  you  mentioned  the  collaboration — Jane,  you  did — of  hos- 
pitals, antitrust  laws.  How  is  it  that  I  just  read  in  the  paper  the 
two  largest  hospitals  in  Des  Moines,  which  two  were  they? 

Ms.  ScHADLE.  Mercy  and  Lutheran — or  Methodist. 

Senator  Harkin.  Methodist  and  Lutheran  are  joining  together. 
How  come  they  can  do  it  but  the  little  ones  cannot?  I  do  not  under- 
stand. 

Ms.  SCHADLE.  I  am  not  sure  that  I  understand  it  either.  It  may 
take  a  legal  mind  to  tell  us.  I  do  know  that  some  hospital  systems 
as  they  have  merged  and  collaborated  come  at  risk  under  the  anti- 
trust regulations  of  the  Justice  Department,  which  have  precluded 
development  of  some  large  hospital  network  systems.  I  am  not  sure 
if  it  is  an  ownership  issue  or  a  board  issue  specifically,  but  I  know 
that  that  has  limited  some  of  our  collaborative  efforts.  The  struc- 
ture for  the  Lutheran  and  Methodist  joining  will  be  evidently  re- 
taining their  separate  boards  and  creation  of  an  umbrella  board,  so 
maybe  that  is  what  they  are  doing  to  be  able  to  do  this. 

Dr.  Gleason.  There  is  one  other  type  of  collaboration  you  should 
be  aware  of  that  your  committee  might  be  able  to  deal  with,  and 
that  is  the  collaboration  between  physicians,  hospitals,  pharmacies 
within  a  community  to  form  a  unit  that  is  more  effective.  There  are 
some  Medicare  regulations  and  in  some  cases  semantic  antitrust 
regulations  that  could  get  in  the  way  of  that,  and  anything  that 
would  allow  collaboration,  particularly  in  small  communities, 
whether  it  is  vertical  or  horizontal  between  different  types  of  enti- 
ties or  similar  entities  would  probably  be  helpful. 

Senator  Harkin.  Yes. 

Ms.  Schadle.  One  cf  the  most  effective  mechanisms  for  provid- 
ing services  in  a  small  community  is  putting  together  hospital  long- 
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term  care,  physician  clinic  services  and  using  a  single  administra- 
tive board  or  structure  to  serve  that  kind  of  joint  group  effort.  That 
is  a  difficult  problem  legally,  though.  Very  sound  idea  structurally 
and  functionsJly,  but  difficult  legally. 

Senator  HARklN.  Dr.  Conger,  of  all  the  testimony  here  today,  I'd 
say  what  you  have  provided  to  this  subcommittee  is  pretty  new  in- 
formation. I  guess  you  can  sum  it  up  by  saying  things  are  not  real- 
ly happy  down  on  the  farm.  Were  you  surprised  at  some  of  the 
findings  on  this  in  terms  of  mental  health  needs  among  the  rural 
people  in  Iowa? 

Dr.  Conger.  We  were  really  surprised  by  the  high  level  of  clini- 
cally significant  depression  among  rural  men,  and  which  suggests 
that  there  really  is  a  feeling  of  despair  out  there,  not  just  in  the 
countryside  but  in  the  small  towns  as  well,  and  that  they  are  still 
grappling  with  chronic  problems  that  in  many  places  do  not  seem 
to  show  much  evidence  of  resolution. 

Senator  Harkin.  Do  you  tie  this  mostly  to  economic  conditions? 

Dr.  Conger.  Well,  we  can.  The  data  seemed  to  indicate  that 
much  of  it  is  economic,  but  it  could  be  far  more  than  that,  because 
the  social  transitions  in  rural  areas  have  been  so  enormous.  There 
has  been  a  good  deal  of  out-migration  oftentimes  of  many  of  the 
young  people. 

Senator  Harkest.  Families  split  up. 

Dr.  Conger.  Families  split  up,  disruptions,  church  systems. 
Some  of  the  data  being  generated  by  the  rural  sociologists  at  Iowa 
State  University  seem  to  indicate  people  are  becoming  less  commu- 
nity oriented  in  rural  areas,  that  because  of  some  of  the  chronic 
economic  problems  and  people  leaving  the  area  that  there  is  not  as 
much  involvement  in  community  activities  and  there  is  not  the 
feeling  of  community  that  there  used  to  be.  And  so  we  are  still  see- 
ing the  ripple  effects  of  what  happened  during  the  1980's,  and  I 
think  people  are  still  looking  for  some  way  to  feel  as  though  they 
have  a  future,  and  it  has  created  great  difficulty  I  believe  still. 

Senator  Harkin.  There  is  a  general  perception,  that  when  you 
think  of  health  care  you  think  of  people  getting  sick,  needing  some 
help;  they  have  appendicitis,  or  asthma,  or  get  hurt,  or  get  injured, 
or  break  an  arm,  or  something  like  that,  and  they  need  health  care. 
However,  we  may  not  think  about  mental  health  care  and  about 
the  fact  that  sometimes  people's  nervous  systems  become  dis- 
ordered, neuromuscular  systems,  mental  systems,  and  that  it  is  not 
permanent,  that  people  can  become  mentally  ill  and  become  per- 
fectly well  again  through  treatment.  And  so  we  may  have  ignored 
that,  and  I  hope  that  in  our  national  health  care  reform,  that  men- 
tal health  services,  both  screening  and  support  systems,  preventa- 
tive types  of  systems  for  counseling  and  preventative  health  care 
things  will  be  included.  Could  you  expound  just  a  little  bit  on  how 
important  that  might  be  and  do  you  share  my  thinking  that  people 
aren't  paying  that  much  attention  to  mental  health? 

Dr.  Conger.  Well,  it  was  interesting  for  people  who  saw  the  PBS 
series  this  week  by  Bill  Moyers  on  "The  Mind/Body  Connection" 
and  that  what  we've  often  completely  separated,  physical  and  emo- 
tional well-being,  and  they  are  probably  not  that  much  separated 
and  each  affects  the  other.  And  I  would  suspect  that  taking  care 
of  mental  health  problems  early,  emotional  distress  early  could  re- 
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duce  and  we  know  reduces  the  use  of  physician  services  for  phys- 
ical problems  that  are  not  really  physical  problems. 

The  fact  that  even  when  people  have  health  insurance,  25  per- 
cent of  those  insurance  policies  provide  no  outpatient  coverage  for 
mental  health  services.  Which  means  that  an  individual  might 
have  an  emotional  problem,  but  it  gets  worse  and  worse  to  the 
point  where  they  require  inpatient  service  where  if  they  had  funds 
to  help  them  in  a  more  preventative  mode,  it  might  not  come  to  a 
very  expensive  resolution.  And  again,  I  think  the  whole  notion  as 
you  have  promoted  I  believe  of  prevention  and  wellness  applies  as 
much  to  mental  health  as  it  does  to  physical  health. 

Senator  Harkin.  I  am  also  appreciative  of  your  time.  I  know  you 
have  to  catch  an  airplane.  Are  there  any  last  things  you'd  like  to 
impart? 

Dr.  Gleason.  I'm  just  excited  you're  cochairing  this  Rural  Health 
Caucus.  I  didn't  know  that  until  today.  That  is  just  great. 

Senator  Harkin.  Yes;  I  just  talked  it  over  with  Senator  Dole,  and 
this  put  us  in  a  good  position,  I  have  already  talked  to  him  and 
we  are  making  some  suggestions  on  things  in  a  bipartisan  manner, 
so  I'm  excited  about  it. 

Dr.  Gleason.  I  think  the  activity  of  that  group  is  very  important 
to  this  health  reform  process. 

Senator  Harkin.  Thank  you  all  very  much. 

Ms.  SCHADLE.  Thank  you. 

Senator  Harkin.  Thanks  very  much.  Our  second  witness  panel 
includes  people  with  firsthand  experience  with  Federal  programs 
which  provide  health  services  in  rural  and  under  served  areas.  We 
want  to  hear  about  these  Federal  programs  and  the  potential  appli- 
cability these  programs  have  fulfilling  gaps  in  other  areas.  Lynn 
Armstrong,  Brian  Meeker,  and  Cyndi  Munson,  thank  you  all  for 
being  here.  I  appreciate  it  very  much. 

Lynn  Armstrong  is  director  of  Agriculture  Health  and  Safety  at 
Mahaska  Countv  Hospital  in  Oskaloosa,  LA.  This  hospital  competed 
for  and  received  funding  under  the  Rural  Health  Outreach  Grant 
Program.  With  the  outreach  grant,  they  are  working  in  a  coalition 
to  provide  occupational  and  health  screening  and  safety  education 
in  13  southeastern  Iowa  counties. 

Dr.  Brian  Meeker,  I  met  for  the  first  time  last  summer,  is  a  fam- 
ily physician  with  the  National  Health  Service  Corps.  Dr.  Meeker 
is  enrolled  in  the  National  Health  Service  Corps  Loan  Repayment 
Program  and  practices  medicine  at  the  Vinton  Family  Medical  As- 
sociates. 

Cyndi  Munson  is  a  public  health  nurse  administrator  for  the  Van 
Buren  County  Public  Health.  Van  Buren  County  was  chosen  for  a 
pilot  program  of  breast  and  cervical  cancer  screening,  and  that 
pilot  was  the  prototype  for  a  statewide  breast  and  cervical  cancer 
screening  project,  which  the  Center  for  Disease  Control  is  now 
funding  in  the  State  of  Iowa.  Ms.  Munson  is  on  the  advisory  com- 
mittees of  the  county  and  statewide  screening  projects  and  is  a 
member  of  the  Breast  and  Cervical  Cancer  Coalition. 

Again,  thank  you  all  very  much,  some  of  you  for  coming  quite  a 
distance  to  be  here  today.  Your  statements  will  be  made  a  part  of 
the  record  in  their  entirety,  and  if  you  could  sum  them  up,  I  would 
sure  appreciate  it.  Thank  you  very  much.  Please  proceed,  Lynn. 
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statements  of: 

lynn  armstrong,  rjj.,  director  of  agriculture  health 
and  safety,  mahaska  county  hospital 

cyndi  munson,  iln.,  breast  and  cervical  cancer  coau- 
tion,  van  buren  county  public  health  nursing  service 

dr.  brian  meeker,  national  health  service  corps,  physi- 
cian vinton  family  medical  associates,  vinton,  la 

Ms.  Armstrong.  Thank  you,  Senator  Harkin.  In  1987,  the  Insti- 
tute of  Agricultural  Medicine  and  Occupational  Health  of  the  Uni- 
versity of  Iowa  initiated  a  pilot  project  to  deliver  community-based 
comprehensive  occupationaJ  health  services  to  farm  families  and 
agribusinesses  in  the  State  of  Iowa.  The  Iowa  Agricultural  Health 
and  Safety  Network  has  grown  to  include  seven  regional  agricul- 
tural health  and  safety  centers. 

Established  through  the  rural  outreach  grant,  the  agri  health 
and  safety  network  of  Oskaloosa  offers  mobile  clinic  services  to  13 
counties  in  south  central  Iowa.  Services  include  occupational  health 
physical  examinations  and  screenings,  health  education  and  health 
promotion  programs,  personal  protective  equipment  education,  fit 
testing  and  sales,  farmsite  evaluations  to  assist  in  diagnosis  of  en- 
vironmental problems  and  safety  walk-through  assessment  and 
farm  safety  day  camps. 

The  occupational  history  and  screening  exam  consists  of  an 
audiogram  or  hearing  test,  spirometry  or  lung  function  test,  choles- 
terol, cholinesterase  to  measure  the  effects  of  pesticides,  blood  pres- 
sure, height  and  weight,  skin  cancer  screening,  vision  screening, 
cardiopulmonary  assessment,  tetanus  immunization  and  cancer 
self-examination,  and  back  safety  education. 

Our  educational  programs  include  respiratory  hazards  of  live- 
stock operations,  water  quality,  pesticides,  CPR,  first  care  or  first 
on  the  scene,  safe  back  program,  hearing  protection,  and  farm 
stress  management. 

The  objective  of  our  project  is  to  provide  effective  and  accessible 
occupational  health  and  safety  services  to  the  farm  family  and  to 
promote  and  maximize  the  efforts  of  existing  community  resources 
and  agencies  in  farm  health  and  injury  prevention. 

The  first  6  months  of  our  program  were  spent  hiring  staff,  in- 
cluding a  secretary,  marketing  specialists  and  assistant  RN.  The 
mobile  clinic  was  ordered  to  specification  and  delivered  in  June. 
The  logo  name,  letterhead,  business  cards,  brochures,  and  display 
boards  were  developed;  11  hospital  administrators  and  chiefs  of 
staff  when  available  were  visited.  Community  agencies  such  as  ISU 
Extension,  Chamber  of  Commerce,  and  Farm  Bureau  were  also  vis- 
ited in  each  county.  After  delivery  of  the  mobile  clinic,  a  pro- 
motional tour  of  seven  county  fairs  was  done.  Fair-goers  were  al- 
lowed to  look  through  the  clinic  to  gain  interest  and  support  for  the 
program.  We  set  up  our  tabletop  display  board  at  two  additional 
county  fairs. 

Last  September,  we  held  our  grand  opening  celebration  in 
Mahaska  County.  A  driver  and  agricultural  hygienist  were  hired, 
and  a  new  marketing  specialist  was  hired  as  the  previous  one 
moved  out  of  State. 
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Following  a  prolonged  harvest  season,  we  began  performing 
health  screenings  in  December.  We  have  done  12  exams  in  four 
counties  and  have  several  exams  scheduled  in  additional  counties 
in  March,  Our  second  open  house  in  Keokuk  County  was  held  in 
January. 

Perhaps  the  biggest  challenge  is  establishing  our  name  and  pur- 
pose with  farmers  and  agribusiness.  Toward  this  end,  we  have 
launched  a  marketing  and  public  relations  campaign. 

Slide  presentations  have  been  made  to  several  county  farm  bu- 
reau women's  groups,  county  board  of  supervisors  and  to  several 
service  organizations.  Two  quarterly  newsletters  have  been  pub- 
lished. We  have  participated  in  ag  business  events  such  as  cus- 
tomer appreciation  days  and  ag  shows. 

We  also  participate  with  the  Iowa  Network  in  statewide  market- 
ing efforts.  These  include  the  Iowa  Pork  Congress,  the  World  Pork 
Expo  and  the  Iowa  Cattlemen's  Trade  Show.  We  have  also  made 
a  proposal  to  a  third-party  payor. 

Two  educational  programs  have  been  held,  first  on  the  scene  and 
respiratory  hazards  of  livestock  operations.  Four  farm  child  safety 
day  camps  have  been  held  for  five  counties.  Children  ages  8  to  14 
experience  a  day  of  hands-on  farm  safety  demonstrations. 

AgriSafe,  the  Spencer  Clinic,  was  instrumental  in  receiving  a 
grant  for  development  of  a  day-camp  program  for  children  ages  4 
to  7.  Our  clinic  will  participate  with  AgriSafe  in  their  camp  and 
hold  our  own  day  camp  for  4  to  7  year  olds  this  year. 

PREPARED  STATEMENT 

It  has  been  a  very  busy  and  challenging  first  18  months  of  the 
grant  period.  Ever  on  our  minds  is  the  effort  to  become  self-sup- 
porting at  the  conclusion  of  the  funding  period.  Clearly,  farm  mem- 
berships alone  will  not  sustain  our  program.  Outside  funding  from 
foundations,  grants,  corporations  and  third-party  payors  is  needed. 
Thank  you. 

Senator  Harkin.  Lynn,  thank  you  very  much. 

[The  statement  follows:] 
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STATEMENT  OF  LYNN  ARMSTRONG,  R.N. 

In  1987,  !the  Inst.iuUte  of  Agrietxltural  Hcdicine  and  OccnF>atlon^l 
Eoalth  of  the  University  of  lowa  initiated  a  pilot  project  'to 
deliver  cbmnnmity-basod  conyrehensive  occupational  health  Kervieas 
to  faxui  Itunilles  and  agri -hnsinacs  in  the  atatc  of  Iowa,.  The  Iowa 
Agricultural  Uoalth  dnd  Safety  iierwork  has  gx-own  to  include/^aeven 
•rgji nnax_^grieultiiral  health  and  safety  centers.  — /^- 

Establiahjftd    tlixough    the    Rural    Health    Outreach    Grant/    the   &gxi 
Health  +  Safety  Network  of  Oskaloosa  offers  mobile  nlinic  ^^rvicee 
to  fchi^Aeeirceimities-iini^uth  central  Iowa.      Services  Include: 
Cr*Occupatlonal  health  bhysical  examinatione  and  screenings 
*HeaitE~lsSOcaEIon~aBa  h«<ilth  promotion  programs 
'Personal  protective  cquipnent  education,    fit  testing,    and 

sales 
*PaT-m  site  evaluatiouti  to  assist  in  <liagnn<=is  of  enviconmontal 

problems  and  safety  walk-through  assessment 
*'Bas.m  seifety  day  camps 

i  '  ^  ' 

The  occupational  history  and  screening  exam  consists  of  an 
audiogram!  (hearing  test),  spirometry  (lung  function  test), 
oholeatcrc-l/  ^;ho1  iTiesterase  (to  measure  effects  of  pesticides)  , 
blood  pressure,  height  culJ  weight,  skin  csnrrer  screaning,  vision 
Bcreeningj  cardiopulmonary  assessment,  tetanus  immunization,  and 
cancer  Scir-examinatlon  and  back  safaty  edacation. 

Educational  programs  include » 

*RespiratorY  hazards  of  livestock  operations 

*Water  quality 

♦Pesticides 

♦CPR  ,  . 

*Pirat  care  or  first  on  the  scene      V'"' 

*S«te  back  program 

•Hearing  protection       r:^  .!;   '  >•  :■ 

*Faiai  stress  management 

The  objectjlve  ot  our  project  is  to  provide  effective  and  accessible 
ocoupationol  health  and  safety  services  to  the  farm  family  and  to 
promote  and  maximize  the  efforts  of  existing  connirnnity  rcsouxces 
and  agencies  in  farm  haalth  and  injury  prevention. 

The  first  j  six  months  of  oux  program  were  spaut  hiring  staff 
including  la  secretary,  marketing  speuialist  ,  and  aasistant  RH. 
The  mobile,  cliuic  was  ordered  to  specif ication '  and  delivered  in 
June-  The|  logo,  name,  letterhead,  business  cards,  brochures,  and 
display  boprd  were  developed.  Eleven  hospital  administrators  aad 
chief c  of  staff  when  available  were  vieitcd.  Ccanmunity  agencies 
such  as  ISp  Extoncion,  Chamber  of  Commerce,  and  Farm  Boroaa  were 
also  visited  in  each  county  ceat. 

After  delivery  of  the  mobile  clinic,  a  promotional  tour  of  ecven 
county  fairs  was  done.  Pa i r- goers  were  allowed  tours  through  tha 
clinio  to  gain  interest  and  support  for  the  program.  We  sel,  up  our 
cable  top  display  board  at  two  additional  eonnty  fairs. 

Last  September  we  held  our  Grand  Opening  Celebration  in  Mahaska 
County,  i  A  driver  and  agricultural  hygienist  were  hired.   A  new 
marketing  specialist  was  hired  as  the  previous  one  moved  ont  <&f 

srtate. 

i 

Following  a  prolonged  harvest  season,  we  began  performing  health 
ccreenings  in  December-  We  have  done  12  ejjoius  in  4  counties  and 
have  several  exejos  scheduled  in  additional  ooonties  in  March. 

Our  second  Open  HOnse  in  Xeokok  County  waa  held  in  January.  . 


^? 
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ferbaps  the  biggest  challenge  is  est.ablishing  our  name  aad^ 
with  faxmers  anri  agri-buei-ncsaea .  TGwkrd  tETS — end,  wigc 
laTiaohcd  n   marks  Ling  and  piiiiiic  relations  campaign - 

Slide  presentations  have  been  nade  to  several  county  Farrn  Btrroau 
Women '9  groups,  Coanty  aoard  of  Sapervieora,  and  to  5<£veia.l  service 
organizationc .  Two  qiiaxLerly  aewsletrers  have  been  published.  We 
have  participated  in  ag  businesss  events  sach  as  Customer 
Appreciation  Days  and  ag  shows. 

We  also  participate  with  the  Iowa  Network  in  state-wide  marketing 
efforts.  :  These  include  the  Iowa  Pork  Congress,  the  World  Pork 
Expo, and  the  Iowa  Cattlemen's  Trad*  Show.  We  have  also  made  a 
proposal  to  a  third  pajrty  payor. 

Two  edncatioaal  programs  have  be«n  held.  First  on  the  Scene  and 
Respiratory  Hazards  of  Livestock  Oper:»tions.  Povlzt  farm  child 
Safety  day  cainp^  have  been  held  for  five  counties.  Children  ages 
•ight  to  I  fouxLeen  experience  a  day  of  handi-'on  farm  safp^ty 
denion<rh  rations . 

S^riSafe,  the  Spencer  clinic,  was  instrumental  in  receiving  a  grant 
tor  devslopmcnt  of  d  day  camp  program  for  children  ayes  four  to 
seven.  Our  cliiric  will  participeLe  with  AgriSafe  in  their  can^  and 
hold  our  own  day  camp  for  four  to  oeven  ye/ax  olds  this  yoar. 

I 
IL  has  been  a  very  busy  and  challenging  first  «ighte<£n  monthii  of 
the  grant  period-  Ever  on  our  minds  is  the  effort  to  become  cclf- 
supporting,  at  the  conclusion  of  the  funding  period.  Clear Iv,  farm 
membership's  alone  will  not  sustain  our  program.  Outside  funding 
from  foundations,  grants,  oornorations  and  third  paxtv  payors  is 
needed.    '  '  -  «^  ^ 

STATEMENT  OF  BRIAN  MEEKER 

Senator  Harkin.  Dr.  Meeker,  nice  to  see  you  again  and  thank 
you  for  taking  time  from  what  I  know  is  always  a  busy  day  for  you 
to  be  here.  I  appreciate  it  very  much. 

Dr.  Meeker.  Thank  you. 

Senator  Harkin.  Please  proceed. 

Dr.  Meeker.  Senator  Harkin,  I  am  grateful  for  the  opportunity 
to  testify  at  this  hearing  at  the  U.S.  Senate  Committee  on  Appro- 
priations. I  agree  with  you  that  the  National  Health  Service  Corps 
Loan  Repajrment  Program  is  an  excellent  model  for  health  care  re- 
form in  rural  America.  I  am  fortunate  to  have  experience  in  the 
two  most  innovative  models  in  the  State  of  Iowa,  and  I  would  like 
to  take  time  to  make  comments  on  both  of  them. 

First,  I  must  tell  you  that  there  are  several  things  that  made  me 
an  atypical  medical  student.  I  am  an  Iowa  farm  boy  who  always 
had  as  a  goal  to  be  a  family  physician  in  rural  Iowa.  My  education 
debt  became  very  large  because  of  two  reasons.  In  the  early  1980's, 
my  parents  were  busy  losing  all  their  net  worth  and  lifetime  sav- 
ings in  the  farm  depression.  Dr.  Conger's  testimony  is  a  painful  re- 
minder that  I  lost  my  brother,  a  farmer,  to  suicide  during  those 
years.  I  had  to  borrow  all  the  money  for  my  professional  education. 
Second,  the  interest  rate  on  my  health  education  assistant  loans  is 
variable  at  3.5  percent  above  6-month  treasury  bills,  and  for  most 
of  the  time  during  those  years,  it  was  above  18  percent.  By  the 
time  I  had  my  first  paycheck  as  a  licensed  physician,  the  principal 
amount  had  nearly  doubled  and  exceeded  $100,000.  This  fact  is  the 


43 

most  often  cited  reason  many  of  my  colleagues  have  abandoned  pri- 
mary care  for  higher-pajdng  specialties. 

Once  I  completed  my  residency,  I  was  pleased  to  find  that  family 
practice  was  a  highly  sought-after  position  and  I  could  literally  go 
anywhere  I  wanted.  Being  a  bit  naive  on  what  type  of  income  it 
would  take  to  raise  my  family  and  pay  my  debt,  I  decided  to  stay 
true  to  my  goal  of  rural  Iowa  family  practice.  I  then  met  Dr.  Craig 
Thompson  in  Strawberry  Point  Medical  Center  who  had  a  plan  for 
innovative  rural  health  care  delivery.  He  has  the  pioneer  spirit 
Jane  Schadle  talked  about  earlier.  You  have  seen  the  Strawberry 
Point  Medical  Center,  and  since  you  brought  candidate  and  now 
President  Clinton  there  to  visit  with  us,  I  think  you  agree  with  me 
that  we  had  a  very  good  idea  there.  For  the  rest  of  you  who  may 
not  know,  Strawberry  Point  Medical  Center  is  essentially  a  hos- 
pital without  beds.  We  were  the  first  nonhospital  facility  in  the 
Midwest  to  administer  clot  dissolving  drugs  to  reverse  heart  at- 
tacks. We  stabilized  trauma  victims,  and  to  do  these  things  re- 
quired a  highly  skilled  nursing  staff,  expensive  state-of-the-art 
emergency  room  equipment  and  extremely  high  overhead.  I  am  ap- 
palled by  the  inflexibility  and  total  lack  of  recognition  that  the 
third-party  payor  system  in  Iowa  demonstrated  for  the  4  years  I 
was  involved  with  that  project. 

The  58-year-old  school  teacher  who  called  us  at  5:30  a.m.,  who 
upon  arrival  promptly  went  into  cardiac  arrest  was  defibrillated, 
resuscitated,  stabilized,  and  had  his  coronary  clot  dissolved  in  our 
office  prior  to  being  flown  to  Cedar  Rapids  was  very  simply  to  Blue 
Cross  of  Iowa  an  extended  office  visit.  This  effort  and  many  others 
like  it  required  several  hours  of  critical  care  from  two  physicians 
and  several  RN's.  The  reimbursement  for  taking  5  minutes  to  bum 
off  a  wart  was  more.  Unfortunately,  the  gratitude  of  those  patients, 
their  families  and  that  community  was  not  enough  to  pay  my  debt. 
Strawberry  Point  Medical  Center  continues  to  function  as  an  excel- 
lent delivery  model  on  the  hard  work  and  dedication  of  Dr.  Thomp- 
son and  his  staff,  but  it  is  time  for  reinforcements  in  terms  of  fair 
reimbursement  to  arrive. 

I  have  now  learned  that  rural  hospitals  suffer  despicable  dis- 
crimination at  the  hands  of  bureaucratic  bandits. 

Senator  Harkin.  I  love  that  phrase.  I  read  that  earlier.  I  love 
that  phrase.  Can  I  steal  it  from  you? 

Dr.  Meeker.  Last  November,  a  man  presented  to  my  Vinton  of- 
fice with  crushing  chest  pain.  Being  next  door  to  the  hospital,  we 
quickly  took  him  to  the  emergency  room.  Within  seconds  of  arriving 
to  the  ER,  he  went  into  full  arrest.  I  shocked  him  four  times  before 
a  rhythm  was  restored.  He  stabilized  and  an  acute  myocardial  in- 
farction was  diagnosed.  Within  17  minutes  of  his  arrival,  he  was 
receiving  clot  dissolving  medication,  and  today  he  has  no  detectable 
heart  damage  or  disability.  I  discussed  the  case  via  telephone  with 
the  cardiologist  and  faxed  him  the  EKG's.  We  discussed  recent  na- 
tional medical  studies  which  demonstrate  the  outcome  from  com- 
munity hospitals  in  these  cases  are  as  good  as  large  centers.  With 
the  patient's  consent,  I  kept  him  in  our  community  hospital.  I  as- 
signed 1-on-l  nursing  and  continuous  monitoring.  After  3  days,  the 
patient  developed  postinfarction  angina,  which  requires  cardiac 
catheterization.  Because  of  this  transfer,  the  receiving  institution 
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received  the  full  DRG  pa5nTient,  and  our  hospital  received  $794.66. 
We  spent  that  money  in  the  first  5  minutes.  The  clot  dissolving 
drug  alone  cost  over  $2,000.  This  very  sick  system  needs  reform. 

I  was  tired  and  disillusioned  this  summer  when  I  spoke  with  you. 
I  was  prepared  to  abandon  my  career  as  a  rural  family  physician. 
I  had  a  very  attractive  contract  to  be  a  full-time  emergency  physi- 
cian in  a  large  hospital  in  one  of  Iowa's  larger  cities.  I  then  learned 
of  the  position  in  Vinton  with  the  National  Service  Corps  Loan  Re- 
payment Program.  I  have  been  saved.  I  don't  need  to  abandon  my 
style  of  practice  just  because  Medicare  and  Blue  Cross  have  de- 
valued it  way  below  my  city  colleagues'  level. 

I  have  for  practical  and  economic  reasons  given  up  obstetrics, 
which  was  an  important  part  of  my  education  and  5  years  clinical 
experience.  The  National  Service  Corps  has  10  eligible  sites  in  the 
State  of  Iowa.  We  need  many  more.  There  is  no  plausible  reason 
why  Strawberry  Point  and  other  communities  like  it  are  not  eligi- 
ble. I  think  the  loan  repajrment  program  is  superior  to  the  scholar- 
ship program,  because  it  selects  physicians  after  they  have  com- 
pleted training  and  made  a  commitment  to  primary  care.  I  have  no 
doubt  that  without  my  debt  burden  I  could  spend  my  career  as  a 
family  physician,  because  I  like  my  job.  The  National  Service  Corps 
has  been  under  fire,  because  only  one-third  of  their  placed  physi- 
cians stay  in  rural  practice.  Actually,  I  think  333  is  a  pretty  good 
average.  If  the  Appropriations  Committee  can  find  a  way  to  appro- 
priate a  more  fair  share  to  rural  physicians  and  hospitals  and  ap- 
propriate less  to  those  who  are  trying  to  bankrupt  the  country  with 
over  utilization  of  technology,  the  retention  rate  will  climb.  If  reim- 
bursements were  truly  fair,  loan  repayment  would  not  be  an  issue. 

Those  of  us  in  rural  care  who  are  not  the  problem  in  the  health 
care  joke  have  a  great  concern  about  the  pending  $38  billion  Medi- 
care cut.  Since  our  hospital  in  Vinton  is  88  percent  dependent  on 
Medicare  and  Medicaid,  and  we  lost  the  Medicare  dependent  hos- 
pital status,  we  have  nearly  $300,000  in  operating  losses  since  July 
1.  The  heart  attack  case  I  gave  you  is  not  an  isolated  incident. 
These  injustices  happen  every  day.  It  is  a  shame  we  have  to  be  this 
dependent  on  Medicare,  but  our  young  mobile  people  are  being  si- 
phoned off  by  surrounding  large  institutions  tnat  have  television 
marketing  budgets  larger  than  our  operating  budget.  Larger  insti- 
tutions can  cost  shift  their  Medicare  losses  to  patients  with  private 
insurance,  but  since  they  are  taking  those  patients  from  us,  we 
have  no  one  to  cost  shift  to.  I  often  tell  my  patients  that  for  the 
majority  of  outpatient  surgery,  all  that  is  needed  is  a  good  surgeon, 
good  nurses  and  a  comfortable  bed,  and  these  criteria  can  be  met 
if  you  have  30  or  300  beds.  The  message  my  patients  get  from 
media  ads  is  much  to  the  contrary,  and  sadly,  they  believe  it.  By 
further  reducing  our  reimbursement  while  letting  the  durable  med- 
ical supply  and  pharmaceutical  industries  to  profit  unrestrained  is 
catching  us  in  a  serious  bind.  Rural  providers  are  the  solution,  not 
the  problem.  There  is  no  greater  value  or  efficient  way  to  deliver 
basic  medical  care. 

I  heard  the  President  say  in  his  State  of  the  Union  Address  that 
we  need  to  make  better  use  of  existing  technology  to  become  more 
efficient  and  productive.  Teleradiology  is  one  of  the  many  examples 
that  I  could  give  you  that  our  hospital  could  utilize  to  upgrade 
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services.  We  spoke  of  this  earlier.  Many  times  when  I  order  an  x- 
ray  study,  it  may  be  3  days  before  I  receive  a  written  radiologist 
report.  If  we  could  stop  the  huge  money  drain  from  our  hospital, 
we  could  spend  the  $50,000  it  would  take  to  obtain  a  laser  digitizer 
to  send  our  x  rays  over  existing  fiberoptic  phone  lines  to  get  an  in- 
stantaneous interpretation  of  our  studies.  This  huge  step  forward 
in  quality  will  not  only  save  lives  but  would  allow  us  to  keep  se- 
lected cases  in  our  community  hospital.  I  was  thrilled  to  learn 
today  of  your  pending  bill  on  that  topic.  We  could  upgrade  operat- 
ing room  equipment  to  allow  visiting  consultants  to  provide  out- 
patient surgery  in  our  hospital  without  taking  the  patient  and  our 
share  of  the  health  care  dollars  to  distant  large  institutions.  I  see 
the  future  of  many  rural  hospitals  hanging  in  the  balance  of  where 
Congress  cuts  this  $38  billion.  If  it  is  across  the  board  cut  continu- 
ing the  present  unfair  distribution,  it  will  literally  be  the  death 
warrant  to  rural  health  care. 

PREPARED  STATEMENT 

In  conclusion,  I  hope  you  find  a  way  to  expand  the  National 
Service  Corps  to  bring  more  physicians  to  rural  America.  But  you 
first  must  stop  the  discrimination  we  face  in  reimbursement.  Most 
importantly,  you  must  find  a  way  to  ensure  the  survival  of  rural 
hospitals,  because  I  believe  I  speak  for  many  when  I  tell  you  that 
when  my  hospital  is  gone,  I  am  gone,  too. 

Senator  Harkin.  Dr.  Meeker,  thank  you  very  much.  I  have  some 
questions  for  vou  on  that,  but  I  think  you  really  spelled  it  out  from 
the  first  standpoint  of  what  is  going  on  out  there. 

[The  statement  follows:] 
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STATEMENT  OF  DR.  BRIAN  MEEKER 

I   am  grateful    for   tlie   opportunity  to   testify  at   this   hearing   of   the 
U.S.    Senate  Connnittee  on  Appropriations.      I   agree  with  you   that  the 
National   Heailth  Service  Corps  IjOan  Repayment  Program  is   an   excellent 
model   for  health   care   reform  in  rural  America.      I   ajn   fortunate   to   have 
experience   in   the    two  most   innovative  models    in  the   State   of    Iowa,    and 
I  would  likel  to  maJce  a  few  comments  on  both  of  them. 

First,    I  must  tell  you  that  there  are  several  things  that  made  me  an 
atypical  medical    student.      I  am  an  Iowa   farm  boy  who  always   had  as   a 
goal   to  be  aj  family  physician  in  rural   Iowa.      My  education  debt  became 
very  large  because  of   2  reasons.      I  the  early  80 'b  my  parents  were 
busy  losing  all  their  net  worth  and  lifetime   savings   in   the   farm 
depression,     jl   had   to  borrow  all   the  money  for  my  professional 
education.      Secondly,   the  interest  rate  on  my  Health  Education 
Assistance  Loans  is  VciriaLble  at  3.5%  above   6  month  treasury  bills,    and 
for  most  of  the  time  during__thQSfi_3jea£a:::it~was  above  18%.      By  the  time 
I  had  my  first  paychecJc-'agaTjrcgnsed  physician,    the  principal   amount 
had  nearly  doubled,    aM  exceeded  $100,00^>^This    fact   is   the  most 
often  cited  reason  manyvof  my  colleagji«5  have  abandoned  primary  care 
for  higher  paying   speciaTties-, — 

Once   I  completed  my  residency,    I  was  pleased  to   find  that   family 
practice  was  '-a.  highly  sought  after  position   and   I    could   literally  go 
anywhere    I   Wcinted.       Being  a   bit  naive  on  what   type   of    income   it  would 
take   to   raise  my   family  and  pay  my  debt   I   decided  to   stay  true   to  my 
goal   of   rural   Iowa    family  practice.      I   then  met  Dr.    Craig  Thompson   in 
Strawberry  Point  who   had  a  plan  for  innovative  rural   health   care 
delivery.      You  have   seen  Strawberry  Point  Medical   Center  and   since  you 
brought   candidate   and  now  President  Clinton  there   to  visit  with  us    I 
think  you  agree  with  me  that  we  had  a  very.^goodLidea  there.      For  the 
rest  of  you  who  may  not  know.    Strawberry  Point  Medical  Center  was 
essentially  al  hospital  without  beds.      We  were   the   first  non-hospital 
facility  in  the  Midwest   to   administer  clot  dissolving  drugs    to   reverse 
heart  attacks'.      We   stabilized  trauma  victims.      To  do   these   things 
required  highly   skilled  nursing  staff,    expensive   state  of    the  art 
emergency  room  equipment,    and  an  extremely  high  overhead.       I   am 
appalled   by  tie   inflexibility  and  total   lack  of   recognition   that  the 
third  party  payor   system   in    Iowa  demonstrated   for  the   4    years    I   was 
involved  with! that   project.      The   58   year  old   school   teacher  who   called 
us   at   five   thirty  a.m.,   who   upon  arrival   promptly  went   into   cardiac 
arrest,    was   def ibrillated,    resuscitated,    stabilized,    had   his    coronary 
clot   dissolved   in   our  office  prior  to  being   flown  to   Cedar  Rapids;    was 
very   simply  to   Blue   Cross   of    Iowa    "an  extended  office  visit".      This 
effort   and  many  other   like   it  required  several   hours   of    critical    care 
from  two   physicians   and  several   RN's,    the   reimbursement    for   taking   5 
minutes    to   burn   off    a  wart  was   more.      Unfortunately,    the   gratitude   of 
those   patients,    their    families   and   the  community  was   not   enough    to   pay 
my  debt.       Strawberry   Point  Medical   Center   continues    to    function   as   an 
excellent  delivery  model  on  the  hard  work  and  dedication   of   Dr. 
Thompson  and  his    staff,    but   it  is  time   for  reinforcements    (in   terms   of 
fair  reimbursement)    to  arrive. 

i   have   now   lipanied   that  rural  hocpitela   also   suller  despicable 
discriminaLlon   at   the  hands   ot   bt^T-P^uor^tic   bandxte  ■      Last   Noveniber   a 
man  presented  to  my  Vinton  offices  with  crushing   chest  pain.      Being 
next   door   to   the   hospital  wo  quickly  took  him   to    the   emerqency  room. 
Within  seconds  ol  arriving  to  the  CT   he  went   into  full  arrest.      I 
Bhockcd   him  '4    timcc   before  o   rhyUuu  was   restored.      He   stabilized   and 
du  acute  myocardial    infarction  was  diagnosed.      Within  17  minutes   of 
hie   arrival  he  was   xecBlvlng  clot  dissolving  medication   and   today  he 
has  no  detecjtablo  heart  damage  or  disability.      I  discussed   the  case 
via   telephone  with  a    rardiologist  and   faxed  him  the   EKG's.      WQ 
discussed  recent  national  medical   studies  which  damonetrated   the 
outrome  from'  community  hospitals  in   these  cases  are  as  good   as   larga 
ctiuLers.      With   the  patient's   cons  ant   I  kept  him   in  our   couinrnnity 
hoepital.      I j assigned  oae  on  one  nursing  and  continuone  monitoring. 
Altfir  three  daye  the  patient  developed  post  Infarcrion  angina  which 
requires   cardiac   catheterization.      Becancc  of   this   transfer   the 
receiving   institutiou   received  the  full   DRG  payment,    and  oujr  hospital 
received   $700.      W©  spent  that  money  in   Uie  first  5  minutes    (    the  clot 
dissolving  drug  alone  costs  over  2,000).      This  very  sick  system  needs 
roform.  ! 
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I  was  tixed  and  disillusioned  this  summer  wbcn   1  spoke  with  you.   I 
was  prepared 'to  abandon  my  career  as  a  rural  family  physician.   I  had 
a  very  attractive  contract  to  be  a  full  tijii«  emergency  physicaan  iJi  a 
larqe  hospiUil  in  one  of  lowa'c  larger  citiee .   Then  I  learaeU  of  the 
po-sZtion  in  Vinton  with  the  NaLional  Health-SeT-irice  Corps  Loan 
Repayment  program-   I  hav©  beea  cave<i<''^I  don't  need  to  abanaon  Tity 
ctyle  of  pradLit,-e  just  because  HPrtixfare  and  Blue  Cross  have  devalued 
it-  way  b«  low -any  city  colleagues  leArel.  (^  hj  c        ^jA/O         6'>S'^J2S-i^ 

The  National  'Health  Service  Corps  has  10  eligible  sites  ii\  the  state 
of  Iowa.   Ws  need  many  more.  Tliere  Is  no  plausible  reason  why 
Strawberry  Point  and  other  comnnmities  like  it  are  not  eligihip.   I 
think  the  loaii  i.epaymenc  progr;?™  is  superior  to  the  scholaxship 
program  becaiise  it  selects  physicians  afcer   they  have  completed 
training  and  m^rlp  a  commitment  to  primary  core.   I  have  no  doubt  that 
without  my  debt  burden  1  can  sp^nd  my  career  cia  a  family  physician 
because  I  like  my  job.   The  National  Health  <^rvice  Corpe  has  been 
under  fire  because  only  a  third  of  their  placed  physicians  stay  in 
rural  practice.   Actually,  1  tnink  333  ig  a  pretty  good  average.   if _ 
the  Appropriationc  committee  ecu  fina  a  way  tn  appropriate  a  more  faii. 
shdit;  to  rural  physicians  and  hospitals  and  aopropriate  Jrr?  to  those 
who  are  trying  to  bankrupt  the  country  with  overutilization  of 
technology,  the  retention  rate  will  climb.   Tf  reimbursements  were 
ti-uly  fair,  loan  repayment  would  not  be  an  issue. 

those  nf  us  in  rural  care  who  axe  not  the  problem  in  "the  health  care 
joke'  have  great  concern  about  the  pending  38  billion  medicare  cut. 
Since  our  hospital  in  Vinton  is  R8*  dep«ndent  on  medicare  and  medicaid 
and  we  lost  the  Medicare  Dependent  Hospital  Status  we  have  over 
5300,000  in  operating  in<;ses  since  July  1st.   The  heart  attack  caso  I 
gave  you  ic  not  an  iaulated  incident,  these  injustices  happen  every 
day.   Ic  is  a  ;shaiiie  we  have  to  be  this  dependent  on  medicare  but  our 
young  mobile  jjwople  are  being  siphoned  off  by  surrounding  large 
iTistitutionc  that  have  television  Tnarketing  budgets  larger  than  our 
operating  bnriget.   Larger  institutions  can  cost  shift  their  medicare 
losses  to  patients  with  private  insurance,  but  since  tney  are  taking 
those  parients  from  us  we  have  no  one  to  cost  shift  to.   I  often  tel 1 
my  patients  jthat  lor  the  majority  of  outpatient  surgery  all  that  is 
ne.fvied  is  a  igood  eurgeon,  good  nuxses,  and  a  comfortable  bed;  these 
criteria  can  be  met  if  you  have  30  or  300  beds.   The  message  my 
patients  get  from  mtslla  ads  IS  much  to  the  contrary,  and  sadly,  they 
beiiP.ve  it.  1  By  further  reducing  oox  reimbursement  while  letting  the 
dxTLdble  medical  supply  and  pharmaceutical  industries  to  profit 
unrcetrainedj  is  catching  us  in  a  serious  bind.   Rural  providers  are 
the  solution!,  not  the  problem.   There  is  no  greater  valnp>  or  efficient 
way  to  deliver  basic  medical  care. 

i 
1  heard  the  President  say  in  his  State  of  the  Union  AddresK  that  we 
need  to  makej  better  use  of  e-risting  technology  to  become  luure 
of f icient  and  productive .   Teleradiologv  is  one  of  many  exsimples  I 
could  give  yon  that  our  hoepital  could  utilize  to  upgrade  Rerviees . 
Many  times  when  I  order  x-t^y   studies  it  may  be  three  days  before  1 
receive  a  written  radiologist  report.   It  we  could  stop  the  huge  money 
drain  from  our  hospital  we  could  spend  the  550,000  dolJsrs  it  would 
take  to  obtain  a  laser -digitizer  to  send  x-rays  over  existing 
fiberoptic  phone  lines  to  get  instantaneoiiR  interpretation  of  our 
studies.   Tnis  huge  step  forward  in  gual Ity  will  not  only  save  livee, 
but  would  allow  us  CO  keep  selected  cases  in  our  community  hospital. 
We  could  upgrade  operating  room  equipment  to   allow  vieiting 
Consultants  to  provide  outpatient  surgery  in  our  hospi  tj\  i  without 
taking  the  patient  (and  our  share  of  their  health  caxe  dollars)  to 
distant  largsi  institutions.   I  see  the  future  of  many  rural  hospitals 
hanging  in  tiie  balance  of  where  congress  cuts  this  38  billion.   If  it 
is  an  across  ,the  board  cut  continuing  the  present  unfair  distribution, 
it  wiiJ  literally  be  the  death  warrant  to  rural  health  care. 

In  concluaion,  I  hope  you  can  find  a  way  to  expand  Uie  National  Health 
Service  Corps,  to  bring  more  physicians  to  rural  America.   But  you  must 
find  a   way  tO|  stop  the  discrimination  we  lace  in  rermbnrsement .   Most 
importantly,  you  must  find  a  way  to  °nsure  the  survival  of  rural 
hospitals,  because  I  believe  I  speak  for  many  when  I  tell  you  when  iny 
hospital  is  gone.   I  stu  gone  too. 
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STATEMENT  OF  CYNDI  MUNSON,  R.N. 

Senator  Harkin.  Cyndi  Munson,  RN,  member  of  the  Breast  and 
Cervical  Cancer  Coalition  who  has  a  pilot  project  going  on  right 
now  in  the  State  of  Iowa. 

Ms.  Munson.  Yes, 

Senator  Harkin.  Please,  tell  us  about  it. 

Ms.  Munson.  Thank  you.  In  June  1992,  the  Iowa/South  Dakota 
Foundation  awarded  a  grant  to  the  Iowa  Department  of  Public 
Health  to  pilot  a  breast  and  cervical  cancer  education  and  screen- 
ing project  in  Van  Buren  County,  lA.  The  project  was  kicked  off 
last  September  at  a  popular  tricounty  health  fair. 

Van  Buren  County  was  selected  because  it  is  a  very  rural  county 
with  a  population  that  is  older  and  poorer  than  the  State  average 
and  because  the  primary  tertiary  referral  center  for  a  majority  of 
Van  Buren  County's  population  is  the  University  of  Iowa  Hospitals 
and  Clinics,  who  also  have  a  comprehensive  indigent  care  system 
where  those  identified  with  cancer  could  seek  treatment  when  they 
have  no  other  resources. 

This  pilot  was  to  be  a  forerunner  to  demonstrate  to  the  CDC  in 
Atlanta  that  the  plan  we  were  submitting  was  a  workable  plan  in 
Iowa.  It  was  to  implement  on  a  small  scale  the  concepts  of  a  broad- 
er statewide  plan.  This  approach  has  been  successful,  because  Iowa 
was  awarded  as  one  of  the  four  States  this  past  year  to  receive 
CDC  funds  to  develop  the  core  components  of  a  breast  and  cervical 
cancer  prevention  and  control  program.  The  purpose  of  the  grant 
is  to  support  State  health  departments  in  their  efforts  to  develop 
their  capacity  to  carry  out  a  comprehensive  program  for  the  early 
detection  and  control  of  breast  and  cervical  cancer,  including  to: 
No.  1,  develop  a  statewide  plan  to  provide  breast  and  cervical  can- 
cer screening  service  for  women  unable  to  afford  those  screenings. 
Two,  to  utilize  a  coalition  of  volunteers,  associations,  providers  and 
organizations  to  plan  for  the  implementation  of  these  services. 
Three,  to  develop  and  distribute  appropriate  public  information  and 
education  programs  to  increase  the  use  of  screening  services.  Four, 
to  provide  education  programs  for  health  professionals  to  improve 
the  screening  process.  Five,  to  establish  mechanisms  to  monitor  the 
quality  of  screening  service,  and  finally  to  maintain  a  surveillance 
system  for  program  planning  and  evaluation  in  coordination  with 
the  Iowa  SEER  Program,  which  is  the  cancer  registry  for  Iowa.  The 
SEER  Program  will  compile  data  on  those  screened  and  follow 
those  identified  with  cancer.  We  are  presently  in  the  first  year  of 
this  3-year  planning  project  period.  Next  year,  the  pilot  will  be  ex- 
panded to  three  other  counties  in  Iowa;  and  after  the  second  year 
of  planning,  the  State  Department  of  Health  can  apply  for  an  im- 
plementation grant  to  provide  screening  statewide  if  the  funding  is 
available  through  the  CDC. 

Objectives  of  the  CDC  grant  are  being  met  by  very  active  and  ag- 
gressive coalition,  representing  a  wide  diversity  of  health  and 
human  service  providers.  The  coalition  has  the  unique  ability  to 
work  together  using  the  best  materials  from  one  and  outreach 
abilities  of  another  to  best  reach  targeted  groups.  It's  been  very  im- 
pressive and  a  great  learning  opportunity  for  me. 
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The  plan  is  to  eventually  implement  this  program  through  the 
public  nealth  departments  statewide.  I  feel  this  is  an  excellent 
choice.  Public  health  is  a  successful  structure  that  is  already  in 
place  and  very  effective.  Our  people  for  many  years  have  looked  to 
public  health  to  be  a  leader  in  health  promotion  and  disease  pre- 
vention. And  by  the  way,  1993  celebrates  the  100th  anniversary  of 
public  health  nursing  in  the  United  States. 

The  Iowa  State  Department  of  Health  provides  excellent  re- 
sources and  support  to  the  local  county-based  public  health  agen- 
cies. The  State  department  recognizes  that  each  county  needs  some 
flexibility  to  implement  programs  due  to  the  diversity  in  Iowa's 
rural  counties  and  the  difference  in  the  county  personalities.  For 
example,  what  works  well  in  Polk  County  won't  necessarily  work 
in  the  very  rural,  stoic  farming  communities  of  Van  Buren  County 
where  you  must  travel  out  of  county  to  buy  a  pair  of  shoes. 

So  again,  public  health  is  the  best  vehicle  to  implement  the 
breast  and  cervical  cancer  program,  but  there  are  obstacles.  The 
local  agencies  that  actually  take  the  program  to  the  people  wear  so 
many  hats,  and  many  of  those  hats  are  without  funding.  So  that 
means  the  same  number  of  staff  are  trjdng  to  do  more  and  more, 
therefore  the  quality  is  going  to  eventually  suffer.  I  understand 
that  the  Federsd  Government  has  handed  more  responsibility  to  the 
State,  the  State  has  then  passed  more  on  to  the  county  govern- 
ments, but  our  taxpayers  are  desperate.  In  Van  Buren  County,  al- 
most one-half  of  our  property  taxes  go  for  the  mental  health  costs 
of  our  residents,  which  is  mandated  by  the  State.  So  it  is  under- 
standable that  taxpayers  are  not  receptive  to  the  increasing  need 
to  add  staff  to  carry  out  State  directives  without  funding. 

When  we  look  at  Healthy  lowans  2000  and  the  national  Healthy 
People  2000  objectives  that  address  reducing  breast  cancer  as  the 
most  commonly  diagnosed  cancer  and  the  second  leading  cause  of 
cancer  deaths  among  women,  it  can  only  be  accomplished  through 
research,  but  most  of  all  through  early  detection,  and  that  means 
screening.  So  why  are  not  we  screening?  Because  fewer  and  fewer 
have  the  insurance  coverage  to  do  so,  and  without  adequate  fund- 
ing, our  efforts  will  be  also  crippled. 

We  also  need  regulatory  relief.  Although  CLIA  has  been  instru- 
mental in  implementing  quality  assurance  activities  related  to  the 
cervical  cancer  screening,  it  has  also  been  one  of  our  most  recent 
and  greatest  barriers  to  providing  other  health  screenings.  Out  of 
the  nine  counties  in  my  region,  only  three  could  afford  the  fees  that 
would  allow  them  to  continue  cholesterol  screenings.  A  few  years 
ago,  three-fourths  Iowa's  counties  purchased  a  $4,000  instrument 
called  a  reflotron  so  we  would  be  able  to  provide  screenings  to  our 
communities.  Now  because  of  the  high  inspection  costs  related  to 
CLIA,  these  terrific  instruments  are  sitting  in  a  closet. 

PREPARED  STATEMENT 

Last,  I  am  concerned  about  the  future  accessibility  of  rural 
health  care  and  screenings.  If  we  continue  to  lose  our  smaller  rural 
hospitals  because  of  what  they  say  is  an  outdated  and  therefore  in- 
equitable reimbursement  rate,  we  are  going  to  potentiate  barriers 
of  no  transportation  and  reluctancy  in  the  most  difficult  groups  we 
have  to  reach,  and  that  is  the  elderly  and  the  poor.  Those  are  the 
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most  at  risk.  I  am  excited  about  the  progress  and  the  future  of  the 
breast  and  cervical  cancer  control  program  in  Iowa.  I  can  see  once 
this  structure  is  up  and  going,  it  could  be  a  tremendous  vehicle 
that  could  be  used  to  expand  in  scope  of  education  and  screening 
to  other  cancers  and  diseases.  But  we  have  to  be  so  careful  to  work 
together  so  that  we  build  a  successful  environment  for  this  to  work, 
if  we  could  work  together  more  closely  so  one  hand  isn't  putting  up 
barriers  that  the  other  hand  is  working  so  very  hard  to  tear  down. 
That  is  why  I  sincerely  appreciate  this  opportunity,  Senator  Har- 
kin.  I  am  honored  and  I  thank  you. 
[The  statement  follows:] 
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STATEMENT  OF  CYNDI  MUNSON,  R.N. 

in  I  June  of  1332  the  loTs/South  Dakota  Foundatiwn  a*ai ded  a 
grauL  to  the  Iowa  Department  of  Public  Healtii  to  pilot  a  breast 
and  aorvioal  cancer  education  and  acreoiiing  project  in  Van  Buren 
County.  ;  The  project  vas  kicKed  oft  last  September  at  a  popular 
tri-cQunty  health  faix. 

Vani  Buren  County  van  selected  because  it  is  a  very  rural 
county  vith  a  population  ths»t  is  older  and  poorer  than  the  state 
average,  i  Ana  because  tne  primary  tertiary  referral  cernter  for  a 
majoiity'of  Van  Buren  County's  population  Lb  the  University  of 
lova  Hospitals  and  Clinics  who  also  have  a  aowpr»henslve  indigent 
csT-^    pystem. 

This  pilot  wao  to  be  the  forerunner  to  demonstrate  to  the 
gpC  that; the  plan  ve  were  submitting  was  a  vorkablw  plan  in  Iowa. 
It  WBB  te  implomont  on  a  small  pn^le  the  concepts  Of  the  broader 
statevlde   plan.   lova  vas  one  of  the  4  states  thio  past  /ear   to 

receive  '  CDC  funda  ( ^25, 000 )  to_develo£_the  care  eomponento  of a 

breast  and  cervical  canc»r  prov«mtion_a^?l^?o5?^ol^P^oaram.  The 
purpose  of  ^EHe"  grant  Ts  to  support  state  health  ^ipartments  '  in 
their  efforts  tu  develup  their  capacity  to  carry  out  a 
comprehensive  program  for  the  early  detection  and  control  of 
breast  and  cervical  canrer.  Including  to: 

1)  Develop  a  statewide  plan  to  provide  breast  and  cervical 
cancer  screening  service  for  vomen  unable  to  afford  eorcening. 

2)  .Utilize   a   coalition    of    volunteers,   associ ationn, 
providers  and  organizations  to  plan  for  impieinentation  of  these 
eservicesl. 

3>  Develop  and  distribute  appropriate  public  information  and 
education  programs  to  increase  the  use  of  screening  services. 

4)  Provide  education  programs  for  health  proftfoeionalB  tu 
improve  j  the   screening   process. 

5)  Eatabitsh  mochaniBms  to  monitor  the  quality  of  screening 
service. ' 

S>  Maintain   surveillance   systems  for  program   planning  and 
eualuatiisn  in   coordination   with   the   lova  SEER   (Surveillance, 
Epidemiology   and  End  Results)  Frogram  currently   the  statevide 
cancer   registry.    The  SEEE  Program  -rill  oowpile  daL<i   on   Lhosf 
screened!  and  follov  those  indentifiod  with  cmncar- 

We  ;  are  presently  In  the  let  year  oi  this  3  year  planning 
project  period.  Next  /eai  the  pilot  »ill  be  expanded  to  3  other 
counties.  After  th»  2nd  year  of  planning  the  State-  Department  of 
Heaitn  can  apply  lor  an  ifflplementation  grant,  if  the  funding  is 
available  fruui  COC  Lu  provide  acre«ning  statewide. 

Objtfutives  of  Zhe  CDC  gr-ant  arc  being  met  by  a  very  active 
ond  aggreoBlv*  coaiition,  representing  a  vide  diversity  of  health 
and  human  aervlee  providers.  Thtr  coalition  has  the  uniqu*  ability 
to  vork  together  using  the  bcot  waterial  from  one  ana  outrwach 
abilities  'of  another  to  best  reach  targeted  groups.  It's  been 
very  i»npi-eooive  ond  a  yreat  learning  opportunity  for  me. 

me  pl^n  la  te  implement  tliia  program  through  the  Public 
Health  Departmente.  Whir.h  I  faol  is  an  ejtcellent  choice;  it  la  a 
Buccesoful  i  Btructure  that  Is  already  in  place.  Our  people  for 
loany  years  have  looked  to  Publiu  Health  to  he  a  leader  In  health 
px'uniotion  and  disease  prevention. 

The  Ipwu  State  Department  of  Kealth  provides  excellent 
reKonrcas  and  support  tu  the  local  county  baaed  Public  Health 
agencies.  And  i^ecogniaee  that  eoch  »:;ounty  needs  sotne  flexibility 
to  iopleinent  prograris  due  to  the  diversity  in  leva's  rural 
countieB  end  the  difference  in  each  rrunty'e  personality.  For 
example:  What  vorke  well  in  Polk  County  von't  noreeearily  vorU  in 
the  very  rural  ntoie  farming  communities  of  Van  Buren  Cnimty, 
where  you  muot  travel  out  of  county  to  buy  a  pair  of  shoes. 

So  again.  Public  Health  is  the  neet  vehicle  to  implement  the 
Breast   and  j  Cervical  Cancer  Prograni  but  the  local  agencie>=,   that 
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actually  take  the  progr»»  to  the  people,  wear-  gg,  roacy  hats.  Hany 
of  the  hotB  QTB  without  lundma  fin  the  SBTne  number  of  atafi  are 
trying  to  ;do  more  and  more,  Iherelorc  the  quality  ia  going  to 
auifer.  I  ynaeratand  that  the  fcdtrai  guvwrnment  has  handed  more 
reaponalblity  tu  the  stat.e,  the  et«t»  h»B  then  poaaed  un  more  to 
thp  county  govcrnmenta.  Our  taxpayers  are  getting  desperate  and 
they  aren't  receptive  to  the  increasing  need  to  add  staff  to 
carry  out  State  directs wpb  without  funding.  Local  agencies  are 
heing  looked  at  as  a  burden. 

When  »e  look  at  H«?althy  lowana  2000  end  the  national  Healthy 
People  2000  '.objectivee  that  address  reducing  breast  cancer  as  the 
noBt  commonly  diagnosed  cancer  and  t.h»  2nd  leading  cauae  oi 
cancer  deaths  among  women.  It  can  only  be  ar;ro»pii»hed  through 
reisearch  and,  early  datwction  through  acreening.  So  vhy  ai-en't  wc 
eoreening?  Because  lever  nnd  fow«r  hove  the  Insurance  coveragp 
to  do  eo  aiid  vithout  iundinq  our  efinrtp  to  provide  sc*  «fvning 
will  be  crippled. 

We  also!  need  regulatnry  relief,  we  have  not  encountered  this 
problem  yet  In  the  development  oi  the  Broast  and  Cervical  Cancer 
Pilot  but  I  It  has  appeared  before  vithout  warning.  CLIA 
<Certi£led  Labgratory  laiprovomsfnt  AmendneDt)  ha©  been  one  nf  our 
most  recent  an^_gx^ateat_barrlerB_tr.  providing  health  screenings,  i 
Out  of  the  nine  counties  in.  my~region.  onTy~:^  could — ai'ford — th"e 
fees  that  w^uld  allow  them  to  continue  cholesterol  Rr.recnings. 
Thrvw  fourtha  of  lowa's  countieR  h»v»  a  «4C00  instrunrent  called  ^ 
Reliotron  that  vao  bougliL  for  the  purpoee  of  providing 
cholrelerol  Isereeninge  to  their  connnunlties.  These  terrific 
inatrumento  ai  tr  now  sittlns  in  the  elooet. 

Senator  Harkin.  Thank  you.  We  are  honored  to  have  you  here, 
and  I  am  appreciative  what  you're  doing.  This  is  a  new  program 
and  again  it  ties  in  with  what  we  say,  preventative  health  care, 
keeping  people  healthy  in  the  first  place  will  save  us  a  lot  later  on. 

You  mentioned  CLIA  and  couple  of  other  people  today  mentioned 
this  CLIA,  and  I  need  to  get  a  better  handle  on  this.  Have  you  had 
any  experience  with  that.  Dr.  Meeker,  the  clinical 

Dr.  Meeker.  The  Clinical  Laboratories  Improvement  Act? 

Senator  Harkin.  Yes;  clinical  laboratories  improvement. 

Dr.  Meeker.  I  didn't  mention  it  because  it  has  already  driven  me 
out  of  the  clinical  lab.  We  have  basically  closed  our  office  lab  be- 
cause we  cannot  keep  up  with  the  documentation  of  paperwork  re- 
quired by  that  act. 

Senator  Harkin.  We  need  to  look  at  the  impact  of  CLIA  on  rural 
preventative  screening  programs.  We  have  to  take  a  look  at  that 
one,  and  perhaps  this  is  something  that  our  rural  health  caucus 
could  take  up,  see  if  we  might  address  that. 

Ms.  Munson,  please  give  us  a  little  background  information  on 
this  program. 

Ms.  Munson.  It  operates  on  levels  of  tests  that  you  perform. 
Most  public  health  nursing  agencies  are  electing  to  waiver,  and 
that  means  they  are  only  allowed  to  do  a  very  few  screenings,  one 
of  which  is  not  cholesterol.  To  do  a  cholesterol  screening,  which 
does  not  involve  an5^hing  more  than  a  blood  sugar  with  a 
glucometer,  you  have  to  go  for  a  moderate  lab  licensing.  The  fee  to 
do  that  is  not  so  exorbitant,  but  the  inspection  fee  along  with  the 
other  fee  is  very  expensive  to  do  that,  and  that  eliminates  most  of 
us  from  being  able  to  do  so.  The  act  has  to  be  self-supporting,  and 
so  the  inspection  fees  are  very  high. 
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Senator  Harkin.  Any  other  views  on  that?  We  have  just  got  to 
take  a  look  at  that.  When  three  people  bring  it  up  at  one  time,  we 
have  got  to  do  something  about  this  one.  Again,  it  may  have  been 
an  overreaction  on  the  part  of  Congress  to  address  a  problem  that 
may  not  have  been  all  that  real.  I  do  not  know. 

Dr.  Meeker,  very  moving  testimony,  and  you  have  written  me  be- 
fore, I  think.  That  long  letter  you  wrote  me  once  was  one  of  the 
best  that  I  had  ever  received.  No;  I  should  not  say  best,  one  of  the 
more  clearest  in  terms  of  what  was  happening  out  here,  very  de- 
pressing in  many  regards. 

We  really  need  to  get  more  primary  care  people  into  rural  areas. 
You  told  us  about  your  problems  in  debt  repayment.  The  National 
Health  Service  Corps  has  these  two  programs,  one  is  the  loan  re- 
pa5rment  and  one  is  the  scholarship  program.  We  are  trying  to  use 
the  scholarship  program  obviously  and  design  National  Health 
Service  Corps  so  that  people  would  get  the  scholarships  if  they  go 
into  primary  care.  And  obviously,  we  can  use  the  loan  repajonent 
program  to  award  those  that  have  decided  to  do  that  as  you  point- 
ed out,  but  what  else  can  we  do  to  give  incentives  for  primary  care 
providers?  Any  recommendations  you  have  in  how  we  can  recruit 
and  retain  providers  in  rural  areas?  I  mean,  you  outlined  some 
stuff  here.  I  would  like  you  to  tell  me  once  again,  as  you  have  be- 
fore, why  did  you  give  up  obstetrics?  I  stated  in  my  opening  state- 
ment how  many  counties  don't  even  have  a  doctor  that  can  deliver 
the  babies. 

Dr.  Meeker.  You  got  several  questions  there. 

Senator  Harkin.  Yes;  I  know  I  do.  I  have  a  lot  of  questions. 

Dr.  Meeker.  The  one  thing  that  I  think  could  happen  right  away 
and  the  thing  that  Dr.  Steve  Gleason  had  mentioned  earlier  is  that 
this  RBRVS  relative  value  scale  seems  to  have  failed,  because  they 
took  two  steps  backward  before  they  implemented  the  program.  I 
am  a  little  bit  further  away  from  the  problem  now  that  I  have  left 
Strawberry  Point.  When  I  was  there,  everything  affected  me  di- 
rectly, because  it  was  a  private  enterprise;  and  now  that  I  am  in- 
volved with  a  larger  network,  I  am  buffered  from  it  a  little  bit.  But 
something  very  simple  is  I  really  do  not  think  that  an  office  visit 
for  a  physician  in  a  rural  area  for  Medicare,  I  do  not  see  how  that 
is  worth  $13 — or  what  they  will  pay — $13,  whereas  they  will  pay, 
vou  know,  $30  in  the  city  or  whatever  they  are  paying.  I  do  not 
know  what  they  are  paving,  but  they  are  paying  a  tremendous 
amount,  probably  more  than  100  percent  more  than  what  they  are 
paying  us,  and  I  do  not  see  any  reason  for  it.  Our  costs  are  higher, 
they  are  not  lower,  and  I  think  as  I  research  this,  I  wanted  to  say 
the  right  things  for  the  program,  because  I  do  think  it  is  a  good 
program.  But  one  of  the  things  when  I  called  the  regional  office  in 
Kansas  City  I  found  out,  I  made  the  statement  here  that  we  need 
more  eligible  sites,  and  I  was  surprised  to  find  out  they  are  having 
trouble  filling  the  sites  that  they  have,  even  though  I  found  it  a 
very  attractive  program.  But  there  are  so  many  other  disincentives 
that  even  with  the  prospect  of  loan  repayment,  they  still  have  trou- 
ble getting  people  to  fill  these,  and  one  of  the  problems  is  there  is 
just  not  that  many  people  going  into  primary  care. 

Senator  Harkin.  How  do  we  entice  young  people  to  go  into  pri- 
mary care?  Obviously  you  had  your  goals  and  your  heart  set  on  it. 
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Many  of  them  have  a  goal  of  being  a  speciaUst.  How  do  we  get 
young  people  to  focus  on  this  who  want  to  practice  medicine? 

Dr.  Meeker.  Well  to,  you  know,  elevate  the  status  of  primary 
care  in  medical  schools.  Tliis  morning  I  attended  the  Cedar  Rapids 
Heart  Symposium,  had  a  chance  to  interact  with  some  colleagues 
this  morning;  and  the  discussion  came  up  that  University  of  Iowa 
for  instance — and  I  am  not  a  graduate  of  there,  so  I  do  not  know 
it — ^but  I  know  what  happens  there  is  pretty  characteristic  of  many 
medical  schools.  The  family  practice  residents  in  that  institution 
just  recently  were  elevated  to  the  status  where  they  could  admit 
patients  to  university  hospitals.  I  was  not  aware  of  that  until  this 
morning,  but  I  thought  that  that  by  itself  sends  a  very  strong  sig- 
nal to  medical  students  on  who  is  where  on  the  totem  pole,  and  I 
think  I  am  encouraged  by  at  least  the  rhetoric  that  family  practice 
primary  care  internal  medicine  is  going  to  be  given  a  larger  role 
in  health  care  reform.  I  think  that  will  help. 

Senator  Harkin.  Let  me  ask  you  a  question  that  was  asked  of 
me  one  time.  I  have  been  thinking  about  it  a  lot  lately,  and  I  am 
asking  people  to  start  looking  into  it.  I  have  gone  on  about  the 
costs  of  medical  school  and  the  huge  debts  that  doctors  have  when 
they  come  out.  The  average  I  think  is  around  60  or  70,000,  and  you 
said  yours  was  about  a  hundred? 

Dr.  Meeker.  Yes. 

Senator  Harkin.  That  is  because  you  went  when  the  interest 
rates  were  extremely  high.  They  are  a  little  bit  better  now,  but  the 
question  asked  of  me  was  something  you're  always  talking  about, 
how  much  it  costs  to  go  to  medical  school.  Have  you  ever  stopped 
to  ask,  why  does  it  cost  so  much  to  go  to  medical  school?  Are  there 
any  savings  that  could  be  gotten  there?  Well,  I  do  not  know.  Why 
does  it  cost  so  much?  Why  does  it  cost  a  hundred-and-some-thou- 
sand  dollars  to  educate  a  medical  student?  So  are  there  savings 
that  could  be  made  there,  or  is  that  just  what  it  costs? 

Dr.  Meeker.  Well,  that  is  the  cost  of  a  private  medical  school. 
I  went  to  a  private  medical  school  and  not  a  State-supported,  so  I 
went  to  the  Osteopathic  College  in  Des  Moines.  The  State  of  Iowa, 
much  to  its  credit,  did  have  some  funding  at  that  time,  and  it  could 
have  been  a  lot  worse  were  it  not  for  the  support  of  the  State.  I 
think  the  costs  passed  along  to  us  were  real  costs  when  you  factor 
in  the  cost  that  medical  schools  have  to  recruit  and  retain  faculty 
and  so  forth,  so  I  think  professional  education  is  a  costlv  undertak- 
ing, and  I  do  not  blame  my  medical  school  for  the  fix  that  I  am  in 
or  was  in. 

Senator  Harkin.  Now,  I  am  just  trying  to  get  a  handle  on  wheth- 
er or  not  there  may  be  a  more  cost-effective  way  of  getting  students 
through  medical  school.  I  do  not  know.  I  do  not  know  the  answer 
to  the  question.  I  want  to  ask  it,  though,  to  see  if  that  is  reason- 
able. I  do  not  know. 

Did  you  ever  answer  the  question  of  why  you  got  out  of  obstet- 
rics? 

Dr.  Meeker.  No;  not  yet.  The  main  reason  I  got  out  of  obstetrics 
is  because  the  hospital  in  Vinton  where  I  relocated  had  gotten  out 
of  obstetrics.  Now,  we  have  not  given  up  hope  all  together  on  ob- 
stetrics, but  there  is  some  standards  of  care  issues  that  have  to  be 
met.  I  think  it  is  written  by  the  American  College  of  Obstetricians 
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and  Gjrnecologists  that  to  do  obstetrics,  the  standard  of  care  is  to 
provide  an  emergency  caesarean  section  within  30  minutes,  and  we 
are  iust  outside  that  window.  We  could  not  do  that,  because  we  do 
not  have  an  in-town  surgeon,  we  don't  have  in-town  anesthesia  per- 
sonnel; and  without  that  and  being  more  than  30  minutes  from 
Cedar  Rapids,  it  was  not  a  feasible  thing  for  our  hospital  to  con- 
tinue to  do.  Now,  our  hospital  board  administration  are  very  pro- 
gressive, and  we  are  tr3ning  to  expand  other  areas,  outpatient  sur- 
gery for  instance,  in  getting  equipment  and  things  for  the  other 
specialists,  and  we  are  hopeful  that  one  day  we  will  grow  enough 
to  recruit  our  own  surgeon  and  then  be  able  to  do  things  like  ob- 
stetrics and  emergency  surgeries  which  we  now  have  to  send  down 
the  road. 

Senator  Harkin.  Could  we  better  utilize  physician's  assistants 
and  nurse  practitioners? 

Dr.  Meeker.  I  think  so.  Jane  Schadle  mentioned  the  rural  health 
clinic,  and  I  was  thinking  that  I  did  give  up  obstetrics,  but  one 
thing  that  I  am  able  to  do  that  is  innovative  is  I  have  a  PA  working 
with  me  in  Van  Home,  which  is  a  community  about  15  miles  south 
of  Vinton,  and  she  is  the  only  day-to-day  health  care  provider  in 
that  community,  and  I  am  very  excited  to  be  involved  with  that. 
Actually,  I  should  correct  myself  We  are  not  actually  a  rural 
health  clinic  yet.  We  qualified  in  the  paperwork,  but  just  like  any- 
thing else,  we  are  kind  of  bound  up  in  some  redtape;  but  I  am  con- 
fident that  we  will  have  a  rural  health  clinic  there,  and  that  is  a 
very  good  thing.  I  am  supportive  of  that. 

Senator  Harkin.  Good,  good.  Lynn  Armstrong,  being  a  registered 
nurse  yourself,  this  program  that  you're  operating  is  funded  by  the 
Rural  Health  Outreach  Program  funded  by  this  committee.  As  a  re- 
quirement ofNreceiving  funding,  grantees  such  as  yourself  must 
build  a  coalition  of  at  least  three  health  care  providers.  Is  the  re- 
quirement for  coalition  building  helpful  or  is  it  an  unreasonable  re- 
quirement? Is  it  important?  I  do  not  know.  I  have  heard  both  sides. 

Ms.  Armstrong.  It  has  worked  well  in  our  situation.  We  work 
with  as  many  of  the  county  hospitals  in  our  13-county  area  as  we 
can.  We  also  work  with  the  University  of  Iowa,  Institute  of  Ag 
Medicine  for  our  education  and  research,  and  our  Mahaska  County 
Hospital  has  an  affiliation  with  Iowa  Methodist  Medical  Center, 
who  assists  us  with  some  marketing  and  public  relation  services. 

Senator  Harkin.  How  did  you  establish  this  coalition?  What 
steps  did  you  take?  How  did  you  go  about  doing  it?  Did  you  do  it 
yourself? 

Ms.  Armstrong.  It  came  about  before  I  was  hired.  They  laid  the 
groundwork.  I  followed  up  after  I  was  hired  by  meeting  with  each 
hospital  administrator  in  our  13-county  area. 

Senator  Harkin.  What  do  you  think  is  the  greatest  challenge  to 
getting  health  care  to  farm  families? 

Ms.  Armstrong.  The  farmers  themselves  so  far  have  been  the 
greatest  challenge.  Farmers  rarely  seek  medical  care  for  them- 
selves unless  it  is  an  injury  or  an  accident.  They  do  not  participate 
in  preventative  health  services. 

Senator  Harkin.  You  mentioned  some  programs  here  that  I 
liked.  You  had  farmsite  evaluations.  Oh,  yes,  tne  farm  safety  day 
camps  for  kids.  How  was  that  received? 
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Ms.  Armstrong.  Very  well,  very  rewarding  to  have  it. 

Senator  Harkin.  I  think  once  you  start  on  it,  though,  and  the 
farm  families  see  the  benefits  of  this,  it  can  have  a  real  multiplier 
effect.  It  can  expand  very  rapidly. 

Ms.  Armstrong.  That  is  right.  The  children  do  go  home  to  their 
parents,  and  it  is  kind  of  like  wearing  seatbelts.  If  your  kids  tell 
you  to  do  it,  you  do  it. 

Senator  Harkin.  Marilyn  Adams  with  Farm  Safety  for  Just  Kids, 
I  visited  one  of  their  farms.  I  forget  where  it  was.  Marshall  Coun- 
ty? 

Mr.  Reinecke.  Marshalltown. 

Senator  Harkin.  Marshalltown,  and  from  that,  it  just  expanded 
greatly,  because  again,  once  farmers  got  together  in  their  commu- 
nity, the  church  groups  or  whatever  it  might  be  and  began  to  see 
what  was  going  on,  it  really  did  expand  very  rapidly  out  from  that. 
I  think  a  lot  of  times  we  all  get  in  ruts  in  our  lives.  And  farmers 
are  out  there,  they  got  their  day-to-day  activities,  and  they  have 
been  doing  things  a  certain  way  for  a  number  of  years  and  have 
not  stopped  to  think  about  doing  things  a  little  bit  differently  that 
would  really  protect  their  kids.  Once  it  is  shown  to  them,  well,  then 
fine,  they  will  do  it.  That  is  why  I  say  this,  because  you  have  just 
got  to  get  the  information  out  to  them.  Once  you  do  that,  I  think 
there  is  a  receptivity  there,  unless  I  am  wrong. 

Ms.  Armstrong.  That  is  true. 

Senator  Harkin.  I  think  there  is  a  receptivity. 

Ms.  Armstrong.  The  whole  community  gets  together  to  put  on 
a  day  camp,  the  implement  dealers,  the  ag  teachers  and  4-H  kids 
and  the  parents  themselves  become  involved. 

Senator  Harkin.  Perhaps  the  biggest  challenge  is  establishing 
our  name  and  purpose  with  farmers  and  agribusiness.  You 
launched  a  marketing  and  public  relations  campaign.  Is  that  going 
well? 

Ms.  Armstrong.  It  is  starting  to  take  off  now.  This  is  the  time 
of  year  that  farmers  are  sort  of  free  from  the  bulk  of  their  activities 
with  planting  and  harvesting,  so  we  are  getting  a  lot  more  feedback 
from  farmers.  They  are  starting  to  contact  us,  we  are  getting  more 
screenings  scheduled. 

Senator  Harkin.  One  modest  suggestion  from  my  standpoint 
here  is  that,  you  know,  about  right  now,  actually  it  has  been  ongo- 
ing for  about  1  month  starting  in  about,  oh,  sometime  in  January 
every  year,  January  through  March,  that  is  when  all  of  the  seed 
com  companies  and  the  herbicide  and  pesticide  people  have  their 
meetings  in  counties  and  communities  around  the  State.  That  al- 
ways brings  in  a  lot  of  farmers,  and  you  might  use  that  perhaps 
as  the  basis.  I  am  sure  that  Pioneer,  DeKalb  or  any  of  the  others 
that  are  having  these  meetings  would  be  more  than  willing  and 
ready  to  let  you  get  involved  for  a  few  minutes  or  a  discussion 
about  what  you  are  doing  or  to  set  up  a  display  or  something  like 
that. 

Ms.  Armstrong.  Right.  We've 

Senator  Harkin.  Oh,  you've  done  that? 

Ms.  Armstrong.  We  have  had  John  Deere  days. 

Senator  Hawon.  Oh,  you  are  way  ahead  of  me. 
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Ms.  Armstrong.  It  is  a  good  way  to  piggyback  where  several 
fanners  are  already  gathered. 

Senator  Harkin.  You  are  way  ahead  of  me.  Good. 

Cyndi,  the  Iowa  Department  of  Public  Health  has  a  CDC  grant 
for  $225,000  to  develop  a  breast  and  cervical  cancer  screening  pro- 
gram. What  are  the  main  obstacles  you  see  getting  rural  women  in 
to  these  programs? 

Ms.  MUNSON.  When  we  first  started  our  pilot  project,  I  thought 
naively  I  guess  that  if  we  overcame  the  financial  barrier  of  obtain- 
ing the  screenings,  women  would  just  flood  in.  That  hasn't  come  to 
be  at  all.  I  found  out  that  through  a  survey  process,  we  have  to 
overcome  fear.  In  the  survey,  they  list  the  screenings  as  being  too 
expensive,  and  that  is  a  barrier,  but  another  popular  response  to 
why  they  are  not  getting  those  screenings  is  they  see  no  symptoms 
or  no  need.  To  me,  I  interpret  that  as  meaning  they  are  denying. 
They  do  not  want  to  deal  with  the  thoughts  of  what  if  I  would  find 
breast  cancer  or  what  if.  That  is  going  to  be  the  harder  barrier  to 
overcome.  It  is  going  to  take  a  lot  of  time  and  some  very  good  mar- 
keting skills. 

Senator  Harkin.  I  guess  we  are  all  human,  right. 

Ms.  MUNSON.  Very  much  so. 

Senator  Harkin.  I  guess  the  only  way  you  can  get  through  is  to 
say,  well,  you  know,  the  best  thing  is  to  detect  it  earlier,  then  you 
can  live. 

Ms.  Munson.  Detect  it  earlier  and  making  that  screening  process 
as  comfortable  for  a  woman  as  it  can  possibly  be. 

Senator  Harkin.  Do  you  provide  any  screening  services  at 
Vinton? 

Dr.  Meeker.  Absolutely.  My  partners  and  I  try  to  be  very  active 
in  promoting  preventative  health  services. 

Senator  Harkin.  How  do  you  get  reimbursed  for  that?  I  mean, 
it  takes  time.  You  got  to  do  the  lab  tests  and  stuff. 

Dr.  Meeker.  It  is  not  very  lucrative. 

Senator  Harkin.  No;  I  am  sure  it  is  not. 

Dr.  Meeker.  But  it  is  certainly  a  service  that  family  physicians 
are  trained  to  do,  and  since  we  have  such  a  shortage  of  family  phy- 
sicians in  the  State,  I  am  thankful  for  programs  like  what  Cyndi's 
involved  in  to  help.  There  certainly  is  not  enough  colon  rectal 
screening,  breast  cancer  screening,  but  all  of  us  in  rural  health 
care  contrary  to  popular  belief  are 

Senator  Harkin.  You  are  doing  prostate  cancer  screening? 

Dr.  Meeker.  Absolutely. 

Senator  Harkin.  You  are  using  that  new  one  with  that  new 

Dr.  Meeker.  PSA. 

Senator  Harkin.  Yes;  that's  the  one. 

Dr.  Meeker.  Absolutely. 

Senator  Harkin.  Again,  that  costs  a  lot.  Correct  me  if  I  am  mis- 
taken, but  a  lot  of  these  are  not  really  covered  a  lot  of  times  in 
health  insurance  packages,  or  are  they?  I  do  not  know. 

Dr.  Meeker.  I  spend  probably  as  much  money  or  as  much  time 
telling  people  why  thev  should  spend  their  money  to  do  these 
things  than  I  do  actually  doing  them.  Medicare  for  instance  will 
pay  for  mammograms  every  other  year,  and  some  women  have 
such  strong  family  histories  and  such  risk  factors  that  you  feel  obli- 
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gated  to  tell  them,  look,  you  have  got  to  find  a  way,  you  know,  to 
spend  this  money  to  have  your  mammogram  every  year. 

Senator  Harkin.  Even  if  they  are  not  covered  by  insurance? 

Dr.  Meeker.  Even  if  they  are  not  covered.  I  think  it  is  very  cost 
effective  in  the  long  run. 

Senator  Harkin.  My  staff  wanted  me  to  mention  the  fact  that  I 
have  introduced  a  rural  health  bill  that  would  reinstate  the  Medi- 
care Dependent  Hospital  Program.  We  had  it  in  the  bill  last  year, 
H.R.  11,  which  we  passed  and  the  President  vetoed  so  it  didn't  get 
through,  but  we  have  got  it  back  in  this  bill,  and  I  am  hopeful  that 
we  will  get  it  passed.  We  have  the  votes  to  pass  it.  I  am  going  to 
push  it.  Senator  Dole  has  a  bill  in,  also,  which  will  do  the  same 
thing,  so  we  have  good  bipartisan  support,  so  I  hope  we  get  that 
through,  again  depending  on  what  happens  with  the  national 
health  care  bill.  Obviously,  if  we  have  a  national  health  care  bill 
that  is  not  going  to  do  something  immediately,  even  though  it  will 
start  some  things.  In  the  meantime,  I  think  we  do  need  to  get  this 
reinstated,  the  Medicare  Dependent  Hospital  Program.  So  it  is, 
something  we  have  to  do  immediately. 

Did  any  of  you  have  anything  else?  I  thank  you.  Anything  else. 
Dr.  Meeker? 

Dr.  Meeker.  Just  one  thing  that  I  keep  thinking  of  is  what  is 
going  to  happen  to  some  of  these  communities  if  the  hospitals  do 
close,  and  one  thing  that  nobody  has  mentioned  is  just  the  eco- 
nomic impact.  In  Vinton  for  instance,  Vinton  is  the  county  seat  for 
Benton  County,  and  Virginia  Gay  Hospital  in  Vinton  is  the  No.  1 
employer  in  that  town,  and  I  think  it  would  be  devastating  to  the 
entire  downtown  business  district  if  we  allowed  something  adverse 
to  happen  to  our  hospital. 

Senator  Harkin.  Not  only  just  the  immediate  economic  impact, 
the  long-term  impact.  People  would  not  want  to  live  there,  busi- 
nesses will  not  want  to  locate.  It  would  be  devastating.  The  Rural 
Health  Transition  Grant  Program  is  helping  some  of  the  small  hos- 
pitals keep  open  by  providing  different  services.  I  do  think  that  in 
some  of  these  smadl  hospitals  that  are  40,  50,  60  beds,  something 
like  that,  perhaps  in  the  present  scheme  of  things  they  cannot  just 
be  looked  upon  as  an  acute  care  hospital.  They  are  going  to  have 
to  provide  other  services  in  order  to  keep  their  doors  open  to  pro- 
vide some  acute  care  beds,  and  they  can  provide  other  services.  I 
visited  one  a  week  ago  in  Newton. 

Mr.  Reinecke.  Skiff  Medical. 

Senator  Harkin.  What  was  it? 

Ms.  Armstrong.  Skiff  Medical. 

Senator  Harkin.  Skiff  Medical  in  Newton  where  they  had  gotten 
one  of  those.  Newton  maybe  is  not  as  rural  as  you  might  think,  but 
they  were  able  to  utilize  some  screening  programs,  and  they  have 
a  facility  there  for  assisting  people  who  have  had  heart  problems 
for  example  where  they  do  not  have  to  go  to  Des  Moines  and  places 
like  that.  Some  other  smaller  hospitals  in  Iowa  have  done  other 
things.  They  have  done  adult  day  care  for  example,  that  type  of 
thing  where  they  utilize  the  facilities  for  that  and  it  helps  keep  the 
doors  open  for  the  other  part  of  the  hospital. 
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We  are  out  of  time,  and  I  thank  you  all  for  being  here.  I  always 
like  to  provide  some  time  at  the  end  of  a  hearing  for  anybody  in 
the  audience  that  has  any  questions  or  comments. 

Is  there  anyone  here  that  has  any  questions  or  comments?  I 
would  ask  since  this  is  an  official  hearing,  you  must  identify  your- 
self and  your  name;  and  if  it  is  more  difficult  than  Jones,  would 
you  please  spell  it  for  our  recorder  here  to  take  down.  Yes,  sir. 

STATEMENT  OF  PETER  HILSENRATH,  ECONOMIST  FROM  THE  COL- 
LEGE OF  MEDICINE  IN  IOWA  CITY 

Mr.  HiLSENRATH.  Yes;  my  name  is  Peter  Hilsenrath. 

Senator  Harkin.  You  better  spell  that. 

Mr.  Hilsenrath.  H-i-1-s-e-n-r-a-t-h.  I  am  an  economist  from  the 
College  of  Medicine  in  Iowa  City.  I  have  listened  to  these  proceed- 
ings with  great  interest,  and  I  just  want  to  make  a  few  comments 
if  I  could. 

Senator  Harkin.  Absolutely. 

Mr.  Hilsenrath.  There  has  been  a  lot  of  talk  about  the  access 
problem  in  rural  areas,  and  I  think  that  is  a  serious  problem.  It 
deserves  serious  attention,  but  I  think  nationally  the  big  problem 
is  costs,  health  care  costs,  and  I  think  to  address  the  problem  of 
rural  health  care,  one  has  to  keep  in  mind  the  problem  of  costs.  I 
think  that  to  be  part  of  the  solution  and  not  part  of  the  problem, 
we  have  to  be  looking  at  ways  of  cutting  costs,  which  you.  Senator, 
I  think  have  pointed  out  and  I  think,  you  know,  that  is  where 
much  of  the  focus  has  to  be. 

How  can  you  improve  rural  health  care  services,  get  more  people 
better  care  but  at  the  same  time  not  drive  up  costs?  There  are  real- 
ly quite  a  few  options  that  are  available,  and  I  think  that  this  pro- 
ceeding has  touched  on  many  of  them.  One  is  use  of  lower  cost  pro- 
viders, use  of  physician  assistants,  nurse  practitioners  to  com- 
pliment and  in  some  cases  substitute  for  the  services  of  family 
practitioners  as  a  possibility.  One  may  want  to  look  at  scope  of 
practice  laws  and  see  if  any  reforms  there  are  appropriate. 

I  think  the  use  of  technology  has  tremendous  potential.  You're 
working  on  teleradiology.  I  myself  have  been  working  with  the  De- 
partment of  Radiology  for  some  3  or  4  years  now  on  that  subject, 
and  I  think  there  is  tremendous  potential  to  improve  health  serv- 
ices, but  there  is  some  dangers  there,  too.  If  teleradiology  is  used 
as  a  compliment  to  the  services  of  rural  physicians,  it  may  actually 
drive  up  costs.  Instead  of  paying  not  only  for  the  diagnosis  of  the 
doctor  in  rural  areas,  now  you'll  be  paying  for  their  diagnosis  plus 
the  diagnosis  of  the  urban  or  tertiary  center  hospital.  So  one  has 
to  be  a  little  careful  about  what  the  impact  of  technology  will  be. 

In  health  care,  generally  new  technologies  result  in  higher  costs, 
not  lower,  and  we  have  to  be  careful  about  how  technology  is  used. 
In  fact,  it  raises  the  issue  about  technology  in  general  health  care. 
What  are  we  going  to  do  as  a  country  to  evaluate  when  new  drugs, 
surgical  procedures  and  other  medical  technologies  should  be  used? 
Right  now,  there  is  really  no  test.  If  a  provider  wants  to  use  it,  as 
long  as  it  is  safe,  they  can  go  ahead  and  use  it,  and  in  many  cases, 
people  will  pay  for  it  whether  it  is  worth  it  or  not.  Technology  as- 
sessment I  think  is  a  big  part  of  this. 
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In  any  event,  those  are  just  a  few  comments  that  I  would  Hke 
to  make.  One  other  one,  that  is  the  issue  of  economies  of  scale. 
There  are  some  economies  of  scale  in  hospitals,  but  I  think  that  we 
might  want  to  seriously  look  at  the  issue  of  regionalization  of  hos- 
pital services,  allow  rural  areas  to  do  those  things  that  they  can 
do  in  a  cost-effective  manner;  but  those  things  that  need  to  be  done 
in  larger  tertiary  centers  perhaps  need  to  be  centered  in  larger 
areas,  and  we  can  maybe  restructure  rural  care  so  that  it  can  be 
done  more  efficiently  and  so  that  people  do  not  have  to  drive  at 
least  too  far  to  get  to  these  tertiary  services.  Thank  you.  I  have 
taken  up  too  much  time. 

Senator  Harkin.  No;  it  was  good.  I  liked  your  statement  very 
much.  What  you  mentioned  there  about  whether  or  not  a  certain 
procedure  should  have  been  used  or  not,  we  did  start  funding  a 
program  in  HHS  that  is  called  outcomes  research,  and  we  are  mov- 
ing ahead  on  that  to  try  to  get  some  handle  on  which  procedures 
are  best  and  whether  they  are  efficacious — is  that  the  right  word — 
or  not,  not  just  whether  they  are  safe  and  do  they  actually  work 
and  to  try  to  get  some  handle  on  that.  I  think  a  few  years.  Not  too 
long  ago,  3  or  4  years  perhaps,  we  started  doing  that  program,  and 
again  that  is  something  that  a  lot  of  people  talk  to  me  about  and 
we  got  it  going.  I  can't  authoritatively  tell  you  what  kind  of  results 
we  have  gotten. 

I  just  read  that  in  the  paper  that  they  decided  there  were  certain 
procedures  for  cataracts  that  didn't  have  to  be  done.  I  just  read 
that  in  the  paper  either  today  or  yesterday.  That  was  a  result  of 
this  outcomes  research.  So  now  this  is  going  out  sajdng,  you  know, 
you  do  not  have  to  have  this  procedure  done.  So  we  are  getting  bits 
and  pieces  of  it. 

Mr.  HiLSENRATH.  Yes;  I  think  it  is  bits  and  pieces  at  this  point. 

Senator  Harkin.  Yes. 

Mr.  HiLSENRATH.  But  the  impact  I  think  that  this  has  had  on  the 
effusion  of  technology  is  so  far  probably  not  too  great. 

Senator  Harkin.  You  made  another  good  point,  and  that  is 
whether  or  not  technology  would  just  add  more  to  the  cost,  whether 
we  would  just  now  have  another  cost  element  out  there  or  whether 
it  is  really  going  to  reduce  the  cost.  That  is  a  good  point. 

Any  other?  Yes,  ma'am. 

STATEMENT  OF  JUDY  HARDIG,  CHAIR  OF  CEDAR  COUNTY  BOARD  OF 
SUPERVISORS 

Ms.  Hardig.  I  am  Judy  Hardig,  and  I  chair  the  Cedar  County 
Board  of  Supervisors,  and  I  think  one  of  the  points  that  was  made 
very  clear  today  by  the  county  people,  public  health  people  is  that 
most  of  those  dollars  come  from  property  taxes,  and  it  would  be  a 
great  service  to  counties  since  we  are  providing  those  services  and 
paying  for  them  with  property  tax  dollars  if  we  could  directly  ac- 
cess Federal  moneys  rather  than  going  through  the  State  bureauc- 
racy to  do  that.  That  is  not  presently  possible  for  us  to  do,  and  I 
would  like  to  request  that  that  change  be  made. 

Senator  Harkin.  That  Federal  moneys  in  what  way?  Go  straight 
to  counties  for  health  services  rather  than  going  as  a  grant  to  the 
States? 
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Ms.  Hardig.  That  is  right.  This  is  not  new.  The  National  Asso- 
ciation of  Counties  has  been  making  this  request  for  a  number  of 
years,  because  we  feel  that  we  as  counties  nave  efficient,  experi- 
enced and  economical  health  care  offered,  and  we  have  proven  this 
over  the  decades,  and  this  would  be  a  great  benefit  to  the  local  peo- 
ple, because  their  money  would  go  directly  from  Federal  to  the  peo- 
ple at  the  county  to  access  these  services. 

Senator  Harkin.  OK.  I  appreciate  that.  Anything  else?  Yes,  sir. 

STATEMENT  OF  DOUG  LINDAUR,  VINTON,  lA 

Mr.  LiNDAUR.  My  name  is  Doug  Lindaur.  I  am  a  journalist  in 
town  where  Dr.  Meeker  practices.  I  have  two  questions.  One  is  you 
indicated  that  you  are  going  to  introduce  a  bill  in  which  Medicare 
dependent  status  is  reinstated.  Would  you  tell  me  how  soon  you  ex- 
pect that  bill  to  be  introduced  on  the  floor?  And  then  second,  you 
nave  heard  so  much  of  an  outcry  here  about  the  disparity  between 
reimbursement  rates  for  urban  and  rural  hospitals.  Virginia  Gay 
Hospital  receives  60  to  65  cents  on  a  dollar  for  an  80  percent  Medi- 
care load.  Why  is  there  such  a  difference  when  you  hear  so  many 
people  calling  out  against  it? 

Senator  Harkin.  First  of  all,  the  bill  has  already  been  intro- 
duced. The  number  is  S.  97  for  your  records.  It  is  already  in.  It 
would  also  be  retroactive  to  January  1,  1992  to  assure  that  no  hos- 
pital was  penalized  for  the  failure  to  enact  the  extension  last  year. 

The  second  part  of  your  question  had  to  do  with  medical  reim- 
bursement. Quite  frankly,  you  do  not  hear  the  urban  hospitals  grip- 
ing about  it.  It  is  the  small  rural  hospitals,  because  you  have  a 
higher  case  load  of  Medicare  dependent  people  that  are  in  the  hos- 
pitals, but  the  reimbursement  rates  are  not  set  on  that  basis.  That 
is  not  a  factor.  The  reimbursement  rates  are  set  upon,  oh,  what, 
local  wage  scales,  historical  factors,  things  like  that.  But  obviously 
if  you  have  more  than — well,  I  think  the  Medicare  dependent  ac- 
cess you  have  to  have  is  over,  what,  60  percent?  Is  it  60  percent? 
Yes,  at  least  60  percent  of  your  patients  are  dependent  upon  Medi- 
care, then  you  would  be  eligible  for  this  Medicare  dependent,  be- 
cause obviously  the  costs  are  higher.  They  just  are.  It  has  been  a 
fair  system.  It  was  fair  in  the  past.  At  least  it  helped.  And  then 
we  are  on  the  path  as  you  know  of  getting  that  discrepancy  down 
between  urban  and  rural  hospitals.  That  is  supposed  to  be  phased 
out  by  1995. 

Anjrthing  else  before  we  shut  down?  Yes. 

STATEMENT  OF  RENEE  ODONNELL 

Ms.  OT)ONNELL.  My  name  is  Renee  O'Donnell. 

Senator  Harkin.  I  am  sorry,  tell  me  your  name  again. 

Ms,  OT)ONNELL.  Renee  O'Donnell,  and  I  am  more  of  your 
consumer  at  the  bottom  end  of  the  scale  here,  and  I  had  a  couple 
of  quick  things  for  you.  Like  No.  1,  I  do  not  have  any  health  insur- 
ance at  all  through  no  fault  of  my  own.  I  went  through  a  divorce 
a  few  years  ago,  had  to  go  on  ADC;  but  when  I  finally  got  a  part- 
time  job  at  20  hours  and  less,  of  course  I  lost  the  ADC  and  lost  all 
health  insurance.  And  of  course  being  part  time,  which  is  a  sneaky 
way  a  lot  of  businesses  in  the  State  go  about  hiring  people,  they 
will  not  allow  you  any  health  insurance.  So  at  the  rate  I  get  paid, 
you  know,  it  takes  me  working  7  to  8  hours  of  pay  to  go  for  a  lim- 
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ited  doctor's  office  visit  if  I  should  happen  to  get  ill  to  pay  his  $33, 
$36  for  that  10-minute  visit,  so  I  cannot  afford  to  get  sick. 

Now,  in  Hawaii,  I  know  they  make  everybody  pay  health  insur- 
ance all  across  the  board,  all  employers,  and  they  said  their  rates 
have  dropped  for  the  cost  to  the  business  people  because  now  you 
have  all  the  businesses  putting  in.  You  know,  it  is  a  group.  You  got 
more,  so  I  do  not  know  when  we  are  going  to  finally  force  some  of 
our  business  people  to  get  smart,  quit  being  such  cheap  things. 

But  in  another  thing,  like  Iowa  City,  I  have  a  daughter  with 
cystic  fibrosis,  and  for  11  years  we  have  been  going  to  the  Univer- 
sity of  Iowa  Hospital  Clinic's  Pulmonary  Allergy.  And  for  the  last 
11  years,  in  fact,  I  think  out  of  the  last  10  out  of  11  years  they 
have  been  building,  and  I  would  like  to  know  where  do  they  get 
this  money?  This  last  couple  years,  they  put  up  a  brand  new,  very 
expensive,  polished  granite  new  front.  What  was  the  matter  with 
the  old  front  that  was  put  on  in,  what,  the  late  1950's  or  early 
1960's?  There  was  absolutely  nothing  wrong  with  that.  And  I  know 
Mr.  Pappajohn,  somebody  said  he  gave  a  couple  million  dollars  or 
so  for  that  project.  Why  did  he  not  give  that  money  to  the  hospital 
to  help  the  indigent  programs  or  things  like  this?  That  money 
would  have  been  better  spent  than  for  a  ridiculous,  worthless  fa- 
cade, and  that  is  exactly  what  it  is,  a  facade  either  way  you  look 
at  it. 

The  last  time  my  daughter  was  in  the  hospital,  she  went  to  Iowa 
City  Hospitals.  Children  with  cystic  fibrosis  are  chronically  ill  and 
terminally  ill  children.  A  couple  years  ago,  she  went  to  Iowa  City. 
In  Iowa  City,  they  love  us  parents  to  be  there.  You  know,  we  are 
there,  they  like  us  to  do  a  lot  of  the  work  that  the  paid  care  givers 
would  give  if  us  parents  were  not  there.  You  know,  they'd  like  one 
parent  to  spend  the  night.  You  know,  we  make  sure  the  children 
are  fed,  bathed,  washed,  dressed,  give  them  their  physical  therapy, 
et  cetera,  et  cetera,  et  cetera.  And  then  their  costs  between  like  the 
hospital  here  and  Cedar  Rapids  one  of  them  is  $2  to  $3,000  more 
for  the  2-week  stay  than  the  hospital  here  in  Cedar  Rapids.  Now, 
I  thought  Iowa  City  was,  you  know,  State  tax  funded,  et  cetera,  et 
cetera.  And  well,  my  daughter  was  back  from  the  hospital  a  couple 
months  ago  here,  and  this  time  I  put  her  here  in  Cedar  Rapids,  be- 
cause being  at  the  income  level  I  am  at,  it  was  a  tremendous  finan- 
cial burden  for  me  to  drive  to  and  from  Iowa  City,  be  able  to  take 
care  of  another  child  at  home,  then  I  have  to  pay  for  my  meals  at 
Iowa  City,  I  have  to  pay  for  the  parking  and  nobody  reimburses  me 
for  that.  Then  Iowa  City  complains,  well,  we  give  the  better  care. 
Then  I  said,  well,  why  do  not  you  offer  seminars  then  to  the  other 
local  hospitals  on  what  type  of  care  you  feel  would  be  best  for  these 
types  of  children  so  we  do  not  have  to  keep  going  to  Iowa  City  and 
paying  higher  costs. 

Now,  she  is  on  SSI,  so  being  a  taxpayer  and  everybody  else  is 
a  taxpayer,  I  try  to  watch  those  costs,  you  know,  as  well  as  I  can, 
so  there  was  the  savings  keeping  her  here  in  town.  We  finished  a 
lot  of  the  care  at  home  through  the  Home  Health  Care  System. 
Iowa  City  detests  the  Home  Health  Care  System  for  children  of 
cystic  fibrosis,  but  I  chose  that  method  myself  and  then  keep  her 
in  school,  because  there  is  no  tutor  programs  for  these  children 
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that  are  sick  either,  and  she  misses  out  on  all  this  school,  too.  It 
becomes  a  real  mess,  and  the  expense,  of  course 

Senator  Harkin,  Well,  I  think  you  have  correctly  outlined  it.  It 
is  a  mess,  and  that  is  why  we  are  trying  to  get  a  national  health 
care  reform  bill  that  will  answer  basically  your  questions,  universal 
coverage,  cost  controls  and  use  prevention  as  the  cornerstone  keep- 
ing people  healthy,  so  that  is  really  what  we  are  trying  to  do,  and 
the  information  we  are  getting  in  to  try  to  help  us  shape  that. 

Ms.  O'DONNELL.  What  about  prescription  costs,  you  know?  I  can 
tell  you  one  main  medicine  that  she  has  to  take  every  day  with  her 
meals,  11  years  ago  it  was  $50  a  month  and  now  it  is  $400  a 
month. 

CONCLUSION  OF  HEARING 

Senator  Harkin.  That  is  what  we  are  talking  about. 

That  concludes  our  hearing  today.  I  want  to  thank  our  witnesses 
and  all  of  you  in  the  audience  who  came  out  to  participate.  I  want 
to  especially  thank  Dr.  Norm  Nielson  and  Kirkwood  Community 
College  for  providing  the  facilities. 

This  hearing  is  one  of  many  that  I  plan  to  hold  on  issues  sur- 
rounding health  care  reform  and  the  rural  health  care  system  here 
in  Iowa  and  across  the  country.  Again,  I  am  committed  to  getting 
a  health  care  reform  package  that  treats  lowans  and  people  in 
rural  areas  fairly,  and  the  information  I  have  gained  through  this 
hearing  will  help  me  bring  this  message  back  to  Washington. 

Thank  you  very  much,  I  appreciate  very  much  everyone  being 
here.  The  subcommittee  will  stand  in  recess  subject  to  the  call  of 
the  Chair. 

[Whereupon,  at  4:15  p.m.,  Friday,  February  26,  the  hearing  was 
concluded,  and  the  subcommittee  was  recessed,  to  reconvene  sub- 
ject to  the  call  of  the  Chair.] 
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